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The American Academy of General Practice is a 
national association of physicians engaged in the general 
practice of medicine and surgery. Ii is dedicated to the 
belief that general practice is the keystone of American 
medicine, and to the conviction that continuing study is 
the basis of sound general practice. It is the role of GP, 
official publication of the Academy, to provide constantly 
the best postgraduate literat: in all phases of general 
practice in its scientific section. In other regular depart- 
ments it carries articles and official reports pertinent to 
the work of the Academy’s 15 standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be 
addressed to the Editorial and Business Offices: Volker 
Boulevard at Brookside, Kansas City 12, Missouri. 
Publication Office (printer): 350 East 22nd Street, Chi- 
cago 16, Illinois. One dollar a copy. By subscription: 
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Canada; $14 in other foreign countries. Second class 
postage paid at Kansas City, Missouri, and at addi- 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Present Status of Anticoagulant Therapy. AR- 
THUR J. SEAMAN, M.D. A careful, up-to-date 
evaluation of the role of anticoagulants as thera- 
peutic agents in medicine today. 

Public Health and Aeromedical Aspects of Inter- 
national Airline Operation. OTIs B. SCHREUDER, 
M.D. An informative article concerning the 
medical problems not only of air travel, but of 
the actual operation of the international air- 
lines. 


Sporotrichosis in Employees of a Tree Nursery. 
WILLARD N. HAYES, M.D. Farmers, nursery- 
men and others working in rural areas may 
develop sporotrichosis. For family doctors prac- 
ticing in rural areas, this article is of particular 
importance. 


Rationale for the Use of Symptomatic Drugs. 
FRANCIS H. HOFFMAN, M.D. AND WILLIAM A. 
STEIGER, M.D. Symptomatic treatment is desir- 
able only under certain circumstances described 
in this article. 

The Surgical Treatment of Panniculus Adipo- 
sus Abdominus. HOWARD C. BARON, M.D. Sur- 
gical intervention is indicated for other than 
cosmetic reasons. Good clinical results can 
usually be obtained. 


Tranquilizers and the Anticonvulsant Drugs. 
JAMES A. ROSEN, M.D. AND FRANCIS M. 
FORSTER, M.D. Tranquilizers can reduce con- 
vulsions in epileptics, but they must be used 
with caution because, in certain circumstances, 
they may actually cause convulsions. 


Newer Systemic Chemotherapy of Bacterial 
Dermatoses. ALFRED L. WEINER, M.D. The 
newer chemotherapeutic agents are quite effec- 
tive in treating severe or extensive bacterial 
dermatosis, including some cases due to organ- 
isms resistant to the commonly used antibiotics. 


Diseases of the Esophagus. EDGAR G. HARRISON, 
JR., M.D. and HERBERT W. SCHMIDT, M.D. 
The common diseases of the esophagus are 
reviewed in this article. 
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As THE ACADEMY BECOMES even more widely 
regarded as the voice of general practice, new 
importance accrues to continuing membership 
surveys. On any given day, the mail includes 
stacks of incoming or outgoing questionnaires. 
What does the doctor think about compulsory 
social security coverage? How much of his time is 
devoted to pediatric care? Are hospital charges in 
line with medical] and surgical fees? Is he in group 
practice? These and countless other questions are 
constantly being answered—as part of an intense 
effort to learn more about physicians in the 
general practice of medicine and surgery. 

Many of these surveys are reported in special 

feature articles which only hint, in a coldly sta- 
tistical way, at the enthusiastic response. For 
example, a four-question social security survey 
was mailed to 1,250 members (constituting an 
adequate random sample). We anticipated a 
satisfactory 25 per cent return, received an amaz- 
ing 68 per cent return. More recently, a two-page 
group practice questionnaire went to 1,290 mem- 
bers. Back came 775 (or 60 per cent) of the 
questionnaires. The Academy’s professional prac- 
tice studies, using intricate multiple choice 
queries, do almost as well. 
_ The constant high level of interest is a source 
of satisfaction. It indicates, without stretching 
points too far, that the great majority of mem- 
bers are vitally interested in their Academy’s pro- 
grams and policies. We’re not surprised, for these 
are the same doctors who have voluntarily agreed 
to do 150 hours of postgraduate study every 
three years. These are men in active private 
practice—taking care of people. 

Providing accurate, comprehensive and up-to- 
date answers is an Academy obligation. No one 
else can do the job. We sincerely believe it re- 
quires more than a list of names. There must 
also be a sizeable portion of what we regard as 
the loyalty factor. It’s always evident, always 
gratifying. Any questions? 

—M.F.C. 
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SIGNIFICANT EVENTS 


Senate Defeats 
Health Tax Plan 


Only Two Oppose 
New Health Plan 


> WE WON! 

These two words, flashed across the nation hours before GP 
went to press, announced a touch—and-go victory for the 
anticompulsory health insurance team. After rejecting a 
Nixon-—supported health care bill, the Senate, voting 51-44, 
dumped Senator Kennedy's social security tax increase plan. 
Kennedy, who witnessed his own defeat, promptly promised to 
"take the issue to the people." 

The tax increase bill was bounced despite election-year 
efforts to buy, with political payola, 16 million senior 
citizen votes. Instead, the Senate chose to approve a plan 
that will help those who need help, will not foot hospital 
and medical bills for people who do not need (and do not 
want) Uncle Sam's assistance. 

Kennedy has hurled a challenge to Nixon with his vow to 
"take the issue to the people" this fall. The health 
issue will likely be in the forefront of the campaign. 
Kennedy's strategy is obvious—in view of the fact that the 
nation's governors have voted 30 to 13 in favor of using the 
social security system for old-age health care. 

Now is the time, it appears, for all good doctors to 
become Republicans. The threat of an Eisenhower veto hurt 
the Kennedy bill. The outcome might have been different if 
Kennedy had been wielding executive authority. 

Never has the Academy taken a more active role in defeat— 
ing a compulsory health insurance plan (more than 600 tele— 
grams went out during the last two crucial weeks). Not 
since the 1949 defeat of the Wagner—Murray—Dingell bill has 
the medical profession won a more important battle. 


> After defeating the Kennedy bill, the Senate endorsed 
(91-2) a bill that will hike federal grants to states and 
thus help pay medical expenses incurred by people on public 
assistance relief rolls. Known as the Kerr-Frear bill, it 
will also help people with income levels high enough to rule 
out relief but in the "almost medically indigent" category. 
Barring an Eisenhower veto (not anticipated) the program 
will cost the government $200-300 million a year (versus 

a $2 billion a year social security tax increase). 


Look for organized labor and social welfare fans to renew 


their campaign for compulsory health insurance. Two weeks 


ago, in Chicago, AFL-CIO President George Meany, plugging 
for the Forand bill, said that "the trade union movement 
won't accept less..." 
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Older Citizens Like 
Voluntary Plans 


MD Participation 
Still Not Required 


Kefauver Will 
Probe Antibiotics 


> The Meany ultimatum almost coincided with an AMA state-— 
ment _ indicating that only 10 per cent of the people in the 
over—age-65 bracket favor compulsory health insurance plans. 
The statement, issued by AMA President-elect Leonard Larson, 
quoted the dramatic results of a Foundation for Voluntary 
Welfare survey. The foundation is a subsidiary of the 
William Volker Fund, a Kansas City philanthropic agency that 
erected memorial fountains across from the Headquarters 
office. 

The survey, which listed 1,500 interviews, showed that 90 
per cent of the respondents had no medical needs that 
weren't "being taken care of."" Thirty-six per cent favored 
a federal health care plan if participation remained on a 
voluntary basis. 


> As written, the new health care bill does not throw the 
compulsory social security blanket over physicians and 
interns. This provision was deleted by the Senate Finance 
Committee. 

Communiques reaching the Headquarters office show that 


75-80 per cent of Academy members opposed to compulsory 
coverage. These letters and telegrams reaffirm the results 


of an earlier survey. 


>» Senator Estes Kefauver's landslide victory in the Tennes— 
see primary means more drug industry headaches. The primary 


victory sets up another six-year tern. 

Kefauver has already stated that his headline—making 
Antitrust and Monopoly Subcommittee will pry into anti- 
biotics. The Senator, always ready with a loaded premise, 
said, "Most forms of antibiotics...have for years been sold 
...to the consumer for around 50 cents a pill." 

The parade of witnesses, scheduled to start September 2, 
includes top officials of American Cyanamid, Bristol-Myers, 
Bristol Labs., Parke—Davis and Eli Lilly. 


> The Bureau of Labor Statistics says that hospital rates 
have more than doubled in the last 12 years. In the same 


period of time, general practitioner fees have gone up 47 
per cent, surgeons' fees 29 per cent. 


M.F.C. 
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At its recent meeting in Los Angeles, the Student 
AMA House of Delegates refused to approve a 
resolution opposing the Forand compulsory 
health insurance bill. 


On a typical work day, says United Press Inter- 
national, 37,000 persons are absent from work 
with hay fever and asthma; 29,000 with chronic 
sinusitis, and 16,000 with bronchitis. 


A residency program in 
legal medicine—be- 
lieved to be the first in 
the world—began this 
summer at Rolling Hill 
Hospital and Diagnostic 
Center, Elkins Park, Pa. 
The program will be 
conducted jointly by the 
hospital and Villanova 
University School of 
Law. 


John Eichenlaub, M.D., a Minnesota physician, 
has written a book entitled A Minnesota Doctor’s 
Home Remedies for Common and Uncommon Ail- 
ments. Doubleday, the publishers, advertise the 
book as containing “‘hundreds of simple, safe and 
effective home-made remedies that really restore 
health . . . help cut medical costs.” Diets are 
among the cures listed. 


National spending on medical research, which will 
hit a record $715 million this year, is approxi- 
mately eight times higher today than in 1947. 


The nation’s largest city-supported program of 
medical research has been established in New 
York City by the Health Research Council of 
New York’s Department of Health. Totaling 
nearly $5 million in grants, the five-year project 
will finance 56 laboratories and clinical research 
units. 
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Physicians under the British National Health 
Service last year treated more patients and wrote 
more prescriptions than ever before. The total 
cost was $126 million over the previous all-time 
high—set in 1958. 


Nationwide, nursing homes report a wide range in 
daily operating costs, varying from $3.28 in four 
Georgia nursing homes (100 beds and over) to 
$13.85 in a 42-bed home unit of a New Jersey 
hospital providing rehabilitation and occupa- 
tional therapy. 


Louisiana’s governor has just signed a bill making 
it a criminal offense for an unwed woman to have 
more than one illegitimate child. The father will 
be considered equally guilty and also liable to a 
fine, imprisonment or both. 


Members of Congress, polled recently by Con- 
gressional Quarterly, put “medical care for the 
aged” in first place as the most important 1960 
campaign issue. 


A bill that would continue to let taxpayers de- 
duct the entire cost of dues to professional as- 


sociations from their income taxes has been ap- - 
‘proved by the House Ways and Means Com- 


mittee. 


Colorado’s program of hospitalization and medi- 
cal aid for old-age pensioners is running into 
financial difficulties and may have to retrench. 
This program is one of the most liberal in the 
nation, with a maximum pension of $107 per 
month. 
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All corticosteroids provide symptomatic control in rheumatoid arthritis, inflammatory dermatoses, and 
bronchial asthma. They differ in the frequency and severity of side effects. Introduced in 1958, 
Aristocort Triamcinolone bore the promise of high efficacy and relative safety. 


Physicians today recognize that the promise has been fulfilled . . . as evidenced by the high rate of 
refilled ARISTOCORT prescriptions. 


(Geter) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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Kentucky and Nevada have joined California in 
passing bills to protect the public from cancer 
quacks. The Nevada law provides for a ten- 
member council (including five M.D.’s) to advise 
the governor and the Department of Health on 
all matters relating to the diagnosis, treatment 
or cure of cancer. 


Federal spending on health and medical care in 
the U.S. this year is expected to exceed $3 billion, 
more than will be spent on either highways or 
atomic energy. 


Veterans comprise the largest group in the nation 
given free health benefits by the government. 
During this year, the cost of the veterans’ health 
and medical program is expected to amount to 
$745 million—one-third more than was spent ten 
years ago. 


A physician who distributes, dispenses, donates or 
administers narcotic drugs must pay $1 a year to 
the District Director of Internal Revenue. A re- 
cent Internal Revenue Service ruling says that 
any physician who attempts to evade the tax or 
registration is subject to five years’ imprison- 
ment, a $10,000 fine or both. 


Iiinesses and injuries to persons under age 25 
annually cost the nation 1 billion days of re- 
stricted activity. For at least half a billion of 
these days, the affected person is confined to bed. 


An HEW survey of 9,396 
doctors showed that in 
1958, less than half had 
had physical examina- 
tions within the preced- 
ing 18 months. Twenty 
per cent admitted that 
more than four years 
had elapsed since their 
last checkup. 


~™, Parents can help re- 
duce accidental poison- 
37 ing among children un- 
der 5 years of age by 
taking their pills in pri- 
vate. Dr. Alfred J. R. 
Koumans reports that 
67 per cent of the chil- 
dren studied in a re- 
cent survey who had 
swallowed potentially 
poisonous pills had 
watched their parents 
taking similar medicine. 


Tranquilizer prescriptions for almost one out of 
every nine persons were filled in U.S. pharmacies 
during 1959 adding up to a total of 20,700,000 
new prescriptions. 


The worst air pollution areas in the nation in- 
clude the country’s five largest cities and an in- 
dustrial belt through West Virginia, Ohio and 
Pennsylvania. The greatest problems were found 
in these cities: New York, Chicago, Los Angeles, 
Philadelphia, Detroit, Cincinnati and St. Louis. 


‘Free hospital and medical care has been cut off 


for at least 3,500 members of the United Mine 
Workers in Kentucky. A new eligibility rule has 
cut off free treatment for men who have been out 
of work for a year. A union spokesman explained 
that the welfare fund is being depleted because 
of the slow-up in production. Meanwhile, protest 
meetings are being held in Kentucky, West Vir- 
ginia and Pennsylvania. 


As of the close of the business day, August 15, the net 
asset value per share of Associations Investment 
Fund, Inc., was $5.14. 
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...-for the tense and nervous patient 


Despite the introduction in recent years of ‘‘new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 
the patient or the physician. 
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Donald M. Pillsbury, M.D., Philadelphia, Pa.; Richard 
L. Sutton, Jr., M.D., Kansas City, Mo. 


Diseases of the Chest: Andrew L. Banyai, M.D., Chicago, 
Tll.; Seymour M. Farber, M.D., San Francisco, Calif.; 
John H. Seabury, M.D., New Orleans, La.; Maurice S. 
Segal, M.D., Boston, Mass.; Julius L. Wilson, M.D., 
New York, N.Y. 


Endocrinology: Roberto Escamilla, M.D., San Francisco, 
Calif.; Arthur Grollman, M.D., Dallas, Tex.; E. H. 
Hashinger, M.D., La Jolla, Calif.; William Parson, M.D., 
Charlottesville, Va.; Edward H. Rynearson, M.D., 
Rochester, Minn. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass.; 
Chevalier L. Jackson, M.D., Philadelphia, Pa. 


Gastroenterology: Lt. Col. Eddy D. Palmer, Ft. Sam 
Houston, Tex.; Franz J. Ingelfinger, M.D., Boston, Mass. 


General Medicine: Harold Jeghers, M.D., Jersey City, N.J.; 
John C. Krantz, Jr., PH.D., Baltimore, Md.; John P. 
Merrill, M.D., Boston, Mass.; W. D. Paul, M.D., Iowa 
City, Ia. 

General Surgery: H. Glenn Bell, m.p., San Francisco, 
Calif.; L. Kraeer Ferguson, M.D., Philadelphia, Pa.; 
Philip Thorek, M.D., Chicago, Ill.; Richard Varco, M.D., 
Minneapolis, Minn. 
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Hematology: William Dameshek, M.D., Boston, Mass.; 
Robert J. Gilston, M.D., Amsterdam, N.Y.; William 
Harrington, M.D., St. Louis, Mo. 

Industrial Medicine: Rutherford T. Johnstone, M.D., Los 
Angeles, Calif.; Earl F. Lutz, M.p., Detroit, Mich. 


Military Medicine and Civil Defense: W. Randolph Love- 
lace, II, M.D., Albuquerque, N.M. 


Neurology and Neurologic Surgery: Bernard J. Alpers, 
M.D., Philadelphia, Pa.; James L. O’Leary, M.D., St. 
Louis, Mo. 

Obstetrics and Gynecology: Allan C. Barnes, M.D., Cleve- 
land, Ohio; Robert J. Crossen, M.D., Chapel Hill, N.C.; 
Ernest W. Page, M.D., San Francisco, Calif.; John L. 
Parks, M.D., Washington, D.C. 

Ophthalmology: Francis Heed Adler, M.D., Philadelphia, 
Pa.; Derrick Vail, M.D., Chicago, Ill. 

Oral and Plastic Surgery: Paul W. Greeley, M.D., Chicago, 
Ill.; V. H. D. Kazanjian, M.D., Boston, Mass. 

Orthopedic and Traumatic Surgery: Edward L. Compere, 
M.D., Chicago, Ill.; Rettig A. Griswold, M.D., Louisville, 
Ky. 

Otolaryngology: Dean M. Lierle, M.D., Iowa City, Ia. 


Pathology and Laboratory Medicine: Douglas Sprunt, M.pD., 
Memphis, Tenn. 


Pediatrics: Harry Bakwin, M.D., New York, N.Y.; James 
L. Dennis, M.D., Oakland, Calif.; James Hughes, M.D., 
Memphis, Tenn. 

Physical Medicine and Rehabilitation: Howard A. Rusk, 
M.D., New York, N.Y. 


Preventive Medicine, Public Health and Statistics: Odin 
Anderson, PH.D., New York, N.Y.; Leroy E. Burney, 
M.D., Washington, D.C. 

Psychiatry: George A. Constant, M.D., Victoria, Tex.; O. 
Spurgeon English, M.D., Philadelphia, Pa.; Ian Steven- 
son, M.D., Charlottesville, Va.; Stewart Wolf, Jr., M.D., 
Oklahoma City, Okla. 


Radiology: Earl E. Barth, M.D., Chicago, Ill.; Ross Golden, 
M.D., Los Angeles, Calif.; E. P. Pendergrass, M.D., Phila- 
delphia, Pa. 

Rheumatic Disorders and Arthritis: W. Paul Holbrook, 
M.D., Tucson, Ariz.; John W. Sigler, M.D., Detroit, Mich. 

Tropical Medicine: W. A. Sodeman, Jr., M.D., Philadelphia, 
Pa. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Robert Lich, M.pD., Louisville, Ky. 
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hydrocortisone .. 0.2% 
pantothenylol 2% 


antiallergic efficacy of hydrocortisone 


plus the soothing, antipruritic, 
pantothenylol 
This non-occlusive foam lets the skin : 
of inflammation — unlike ordinary ¢ 
tly on affected area, pantho-Foam is 


eczemas (infantile, 
dermatitis (atopic, contact, 
neurodermatitis 
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stasis dermatitis 
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TO REDUCE INTESTINAL 


BELCHING BLOATING FLATULENCE 


100 mg. Dosage: 1 or 2 tablets at meal- 


A biochemical compound 
used to diminish intestinal 
gas in healthy persons 
and those patients having 
digestive disorders @ time. Supplied: Bottles of 50 tablets. 


SMITH-DORSEY a division of The Wander Company Lincoln, Nebraska soorscr o ceruiase, exenessco as o1cestive Activity UNITS. 


Each Kanulase tablet contains Dorase* 
320 units combined with pepsin, N.F., 
150 mg.; glutamic acid HCI, 200 mg.; 
pancreatin, N.F.,500mg.;oxbileextract, 
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Letters from Our Readers 


Yours Truly 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


“Harpole’s Rule” 
Dear Sirs: 

“Induction of Labor’ by Dr. Edward H. Bishop, 
in the March GP, tells more of a story than the 
author writes. The story is becoming quite familiar 
and it’s one that deserves more than passing notice. 

As I summarize the experience detailed by Dr. 
Bishop, sometime after 1954 the rules of the Ob- 
stetrics Department of the Pennsylvania Hospital 
became quite strict in the criteria for elective induc- 
tion. The rule stated that this procedure should not 
be attempted except by obstetricians who have 
demonstrated “by their training ... etc.” This 
obstetrician must be in constant attendance during the 
entire induction. The patients must be multipara 
with 3 or 4 em. (sic) dilated cervix, 60 per cent 
effacement and —1 or lower station. These are the 
criteria. 

When my multips reach this stage I’m called for a 
delivery, not an induction! 

If these tight rules were put into effect in any 
other obstetrics department, some of the men on the 
staff would take their patients elsewhere, at least 
those that didn’t fit the tight criteria for induction. 
Let’s taken another look at the statistics of the 
Pennsylvania Hospital, translating the percentages 
to numbers. 


1954 1959 Loss 


Total Deliveries........ 8,787 6,759 2,032 
Private Deliveries...... 4,408 3,813 595 
Private Inductions..... 952 477 464 
Prematemity ........... 4 4 0 


It would appear from the statistics that this is 
about what happened at the Pennsylvania Hospital 
—2,032 patients went elsewhere. It’s interesting that 
the loss of private deliveries so nearly approaches the 
loss in private inductions. A few were able to by-pass 
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rules, however. Note that the incidence of prematur- 
ity—one of the serious complications of induction— 
is unchanged! 

As a result of all this, the method of delivery shows 
a lower incidence of operative delivery. I don’t 
personally recognize the elimination of outlet forceps 
as any great victory. 

To my mind the admission of any midforceps 
delivery indicates a poor supervision of labor, or a 
doctor who’s “spent as much time waiting around 
the department as he’s able to.”’ 

But let’s admit the statistics are improved— what 
happened to the 2,032 women who might have been 
delivered at Pennsylvania Hospital, and instead went 
elsewhere? If they return to Pennyslvania another 
time will this confinement outside be referred to as 
‘Delivered elsewhere by L.M.D.?” 

This article doesn’t show that lives of mothers or 
babies were actually saved—nor can one validly 
assert that anything much happened, without some- 
how following the lost 2,032 patients. It simply shows 
that the new rules squeezed out half the potential 
patients for induction. I’d assume they were induced 


somewhere else. 


Pennsylvania Hospital improved its induction 
statistics and lowered its obstetrics census. Very 
likely these changes are associated with reciprocal 
changes in other Philadelphia hospitals. 

If we watch for it, we'll see this same story in 
other reports—tighter restrictions improve the statis- 
tical result in a small sample. 

If no one else has a prior claim, I propose to call 
this ““Harpole’s Rule.” 

Many believe this good medicine. I think it’s a lot 
like sweeping dirt under the rug! 

BERNARD P. HARPOLE, M.D. 
Portland, Ore. 


Author Bishop was asked to reply to Dr. Harpole. 


The following is his answer to Reader Harpole and 
“Harpole’s Rule.””— MEDICAL EDITOR 
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proves inadequate 
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Yours Truly 


Dear Sirs: 

Since I am certain that the pregnant human female 
in Oregon differs little anatomically or physiologi- 
cally from the pregnant human female in Pennsyl- 
vania, it seems strange that Dr. Harpole was unable 
to find patients who fulfill the requirements that I 
suggest are the prerequisites for induction of labor. 

It would seem that this discrepancy must only 
occur if Dr. Harpole has failed to examine his pa- 
tients adequately or frequently by a vaginal examina- 
tion before the onset of labor. During the past five 
years approximately 25 per cent of our multiparous 
patients have had vaginal findings (3 to 4 cm. di- 
lated, 60 per cent effaced, at station -1 or lower) at 
some period before the onset of spontaneous labor 
and, therefore, were suitable candidates for elective 
induction cf labor. 

If Dr. Harpole had read my article carefully he 
would have noticed that on page 100 I stated, “The 
results have been published of a large series of 
elective inductions of labor performed at the Penn- 
sylvania Hospital during the years 1952-1954.” In 
the table these cases are listed as the “‘1954 series,” 
but this does not mean to intimate that these de- 
liveries all occurred during the calendar year of 1954. 
This is also true of the cases listed as the ‘1959 
series,’ which represent deliveries occurring during 
the years of 1957 and 1958, but were collected and 
published in the year of 1959. 

Therefore, I am sure that it will be very dis- 
appointing to Dr. Harpole to realize that his conclu- 
sion that we lost patients is entirely erroneous. In 
order to clarify this situation further, the following 
are the actual number of deliveries, both ward and 
private, occurring at Pennsylvania Hospital during 
the years in question. These figures were taken from 
the published annual reports of the Pennsylvania 
Hospital. 


1954 1959 Gain 
1,148 1,449 301 

Total 2,766 3,270 504 


Rather than losing 2,032 patients, as Dr. Harpole 
erroneously suggests, we actually gained 504. It 
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appears obvious, then, that the changes in rules re- 
garding induction of labor, which were voluntarily 
accepted, rather than imposed by hospital or staff 
ruling, did not frighten either obstetricians or pa- 
tients away from Pennsylvania Hospital. 

I am afraid I cannot accept the chastisement by 
Dr. Harpole in his statement that, “‘the admission of 
any midforceps delivery indicates poor supervision 
of labor.” Our definition of midforceps is that sug- 
gested several years ago by the American Committee 
on Maternal Welfare. By this definition any applica- 
tion of forceps to the engaged head is classified as 
midforceps unless the caput is visible between pains 
and the sagittal suture is in the anterior-posterior 
diameter of the pelvis. 

If Dr. Harpole has any reasonably-sized practice 
of obstetrics I am sure that he, too, performs a few 
forceps deliveries which, by this definition, should be 
termed midforceps. When he does these, I suspect 
that he considers them to be good obstetrics. 

I hope that it does not add too much to Dr. 
Harpole’s disappointment to find that there is little 
dirt under our rugs. In consolation I think we must 
allow him to be the first to make some modification 
of “‘Harpole’s Rule.” 

EDWARD H. BISHOP, M.D. 
Philadelphia, Pa. 


Dosages 
Dear Sirs: 

The arrival of scores of new preparations with 
their various new names and corresponding dosages 
on the drug market during the last decade poses a 
difficult memory problem. To add to the confusion, 
some companies manufacture multiple preparations 
with almost the same therapeutic effects but with 
entirely different dosages. 

As an aid in minimizing this problem, would it not 
be advantageous if such preparations were dispensed 
in terms of “units’—1 “unit” being an average 
adult dose? The weight content (gram, grain, milli- 
gram etc.) of a drug in any given tablet, capsule or 
teaspoonful dose, is of no real significance except as a 
means of prescribing the preparation. 

LEwIs T. GREGORY, M.D. 
Urbana, IIl. 


25 


P 


= 


ANOTHER, DAVOL EXCLUSIVE ! 
NEW.AID FOR THE OPERATING TABLE 
REDUCES POSTOPERATIVE BACKACHE 


RUBBER CUSHION 


Cushion Not Inflated ~a Cushion Inflated w 


INFLATABLE —CONDUCTIVE 


® Provides better exposure in gall bladder 
surgery. 

® Affords better positioning during surgery 
of head and neck. 

™ Relieves pressure on axillary nerves and 
vessels while patient is in lateral position. 
™ Reduces incidence of postoperative back- 
ache while patient is in supine or lithotomy 
position. 


RUBBER COMPANY 


PROVIDENCE 2, 
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The job of learning the dose and dosage range of each 
new preparation as it appears on the market is not easy. 
However, the suggestion noted above is impractical. First 
of all, a unit as applied to dosage is already an ac- 
cepted dosage form. It is applied to those drugs requiring 
biologic standardization such as units of penicillin, 
USP digitalis unit, ete. Therefore, no drug should be 
dispensed as units that could be prescribed by weight. 
Second, it is our firm conviction tiat anyone who is 
not sufficiently familiar with a drug to know its indica- 
tions, dosage range and side reactions should not pre- 
scribe the drug. The dose of most drugs must be adjusted 
to the patient. Thus the doctor must not only know the 
so-called average dose, but he must know what to expect 
when the optimal dose is reached, and be alerted to the 
minor toxic effects when that dose has been exceeded. 
In prescribing any drug it is the doctor’s obligation to 
his patient to learn all he can about it before using it.— 
MEDICAL EDITOR 


Editorially Speaking 
Dear Sirs: 

Thank you for your excellent editorial concerning 
the Joint Commission in the June, 1960 GP. 

It is articles like this which immensely help the 
Joint Commission in its program and all of us here 
are grateful to you for your thoughtfulness in writing 
this editorial. — 

KENNETH B. BABCOCK, M.D. 
Director 
Joint Commission on Accreditation of Hospitals 
Chicago, 


Lively Production 


Dear Sirs: 

I thank you for your letter and honorarium for our 
article, “‘The Shoulder-Hand Syndrome,” published 
in the April GP. It was a pleasure to see the article in 
your excellently produced and lively publication. 
When we have suitable material we certainly will re- 
member to submit an article for your consideration. 
Thanks for the invitation and for a pleasant ex- 
perience. 

OTTO STEINBROCKER, M.D. 
New York, N.Y. 
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A la Texas 


Dear Sirs: 
This West Texas community needs a general prac- 
titioner. People here have just built a $20,000 clinic 
building and stand ready to equip it as the doctor, 
who becomes a part of this community, wishes. 
Our town is small, but our trade area is large, with 
several thousand residents. 
For a doctor who is willing to forego the luxury of 
impersonal practice, a la big cities, here is a wonder- 
ful opportunity. He can write his own ticket as to 
financing, housing, etc. 
This is a wonderful place to rear a family—ultra- 
modern schools, good churches, wonderful people. A 
doctor will be loved here, and well supported. The 
county hospital is open-staff, and he will be fully 
accepted. 
Complete details, including a Sears-Roebuck 
Foundation evaluation of the potentialities here, 
will be sent in answer to all inquiries. 
DALE GRAHAM, 
Publisher 

The Rochester Reporter 

Rochester, Tex. 


Economic Association 


Sirs: 


On page 147 of your April, 1960 issue, you present 
an abstract of a paper from AMA Arch. Otolar. 70: 
541, 1959, in which Greenwald points out that a high 
incidence of deaf-mutism has been associated with 
endemic goiter in parts of Peru and Argentina [and in 
Europe] but not in the United States and Canada. 
You conclude by noting that “‘. . . he can offer no real 
explanation for [these differences.]’’ 

Observations similar to those of Greenwald have 
been made by Dr. D. Danielopolu and his collabora- 
tors in Rumania. 

In Danielopolu’s book (Les Thyroidies Endémiques 
et Sporadiques, published in Paris by Masson & Cie.), 


_ he defines what he means by “sourds muets” by 


classifying their condition as “‘Surdi-muite thyroi- 
dienne’”’ under “‘Affections paragoitreuses’”’ which is 
the fourth listing under “‘Thyroidies.” 

The data suggests a relationship to nutritional 
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How new Dianabol rebuilt muscle tissue 
in this underweight, debilitated patient 


Patient was weak and emaciated before 
Dianabol. R. C., age 51, weighed 160 
pounds following surgery to close a perfo- 
rated duodenal ulcer. His convalescence was 
slow and stormy, complicated by pneumonia 
of both lower lobes. Weak and washed out, 
he was considered a poor risk for further 
necessary surgery (cholecystectomy). 
Because a conventional low-fat diet and 
multiple-vitamin therapy failed to build up 
R. C. sufficiently, his physician prescribed 
Dianabol 5 mg. b.i.d. 


Patient regains strength on Dianabol. In just 
two weeks R. C.’s appetite increased sub- 
stantially; he had gained 912 pounds of 
lean weight. His muscle tone was improved, 
he felt much stronger. After 4 weeks, he 
weighed 176 pounds. Biceps measurement 
increased from 10” to 11%”. For the first 
time since onset of postoperative pneu- 
monia, his chest was clear. Mr. C.’s physi- 
cian reports: “He tolerated cholecystec- 
tomy very well and one week postop felt 
better than he has in the past 2 years.” 


Volume XXII, Number 3 


GP 


28 


GP 


Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism, Dianabol 
builds lean tissue and restores vigor in 
underweight, debilitated, and dispirited 
patients. In patients with osteoporosis 
Dianabol often relieves pain and increases 
mobility. 

As an anabolic agent, Dianabol has 
been proved 10. times as effective as 
methyltestosterone. Yet it has far less 
androgenicity than testosterone propio- 
nate, methyltestosterone, or norethandro- 
lone. 

Because Dianabol is an oral preparation, 
it spares patients the inconvenience and 
discomfort of parenteral drugs. 

And because Dianabol is low in cost, it 
is particularly suitable for the aged or 
chronically ill patient who may require 
long-term anabolic therapy. 


Supplied: Tablets, 5 mg. (pink, scored); 
bottles of 100. 


Complete information sent on request. 


Dianabol 


(methandrostenolone CIBA) 


converts protein to 
working weight in wasting 
or debilitated patients | 
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status as indicated by this table derived from ma- 
terial in Danielopolu’s book. 


Number Number of Deaf Mutes and 
of Their Economic Status 
Goiters 
Area Found 


Good Average Poor 


Moldavitza valley 924 0(208)* 0(220) 9(491) 


Vatra-Moldavitza 
commune 523 0(78) 0(116) 2(874) 


Frumosul commune 603 0(39) 0(63) 7(454) 
Vama commune 1,087 1(116) 0(146) 16(797) 


*Figure in parentheses is number of uncomplicated goiters 
(goitres normothyréidiens) found in each group. 


It can be seen that these results are consistent with 
those presented by Dr. Greenwald, and suggest that 
deaf-mutism is associated with goiter to a greater ex- 
tent as the economic status of the patient is lower. 
MARSHALL E. Deutscu, PH.D. 
Director of Research 

G. W. Carnrick Co. 

Newark, N.J. 


Doubtful 


Dear Sirs: 
_ For the diminution of the cough and the vomiting 
which presents itself in the fourth to eighth week of 
pertussis, vaccinate the infected individual with 
smallpox vaccine and within one week to ten days, 
the problem will be overcome. ‘ 

I have found this to be more effective than 
pertussis antigen given subcutaneously. 

L. D. SOBUSH, M.D. 

Manitowoc, Wis. 


One of GP’s Medical Advisory Board, a specialist in 
pediatrics, makes the following comment on this letter: 
“T never have heard of Dr. Sobush’s method of relieving 
the symptoms in a child with pertussis by smallpox 
vaccine, nor has Dr. Saul Krugman, who has just 
finished revising his book on infectious diseases. For 
that matter, pertussis antigen does not relieve the 
symptoms in the fourth to eighth week.” 

— MEDICAL EDITOR 
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MODERATE GOUT — PATIENT F.D. AGE 52 
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Effect of colchici aci 
ey icine and BENEMID on serum uric acid level and periods of incapacity. 


Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 


3 On the Calendar 


SEPTEMBER 


15-22: World Medical Association, 14th General Assem- 
bly, Berlin, Germany. 

17: Pennsylvania Heart Association, annual meeting, Bed- 
ford Springs Hotel, Bedford, Pa. (3 hrs.) 

*18-20: Alabama chapter, medical progress assembly, Tut- 
wiler Hotel, Birmingham. (12 hrs.) 

18-20: Wisconsin chapter, annual meeting, Milwaukee 
Auditorium, Milwaukee. 

18-20: Iowa chapter, annual meeting, Savery Hotel, Des 
Moines. 

*20: Richmond (Virginia) chapter, functional diseases, 
Virginia chapter headquarters building, Richmond. (1 
hr.) 

*20: Lima and Allen County chapters of Ohio Academy of 
Medicine, course on hepatic disease, medical and surgi- 
cal aspects, Shawnee Country Club, Lima. (1 hr.) 

*21: New Jersey chapter, course on whiplash injuries and 
the psychiatric implications and ambulatory schizo- 
phrenic, The Carrier Clinic, Belle Mead. (3 hrs.) 

*22-24: University of Florida, seminar on fractures, Univer- 
sity of Florida, Gainesville. (10 hrs.) 

*23: Louisiana chapter and Louisiana chapter of the Ameri- 
can Academy of Pediatrics, pediatric symposium, Roose- 
velt Hotel, New Orleans. (5 hrs.) 

*23: American Academy of General Practice and University 
of Kansas, annual symposium on infectious diseases, 
Battenfeld Auditorium, Kansas City, Kan. (6 hrs.) 

23-25: Inter-Society Cytology Council, annual scientific 
meeting, Palmer House, Chicago. 

24: Massachusetts chapter, annual meeting, Statler Hilton 
Hotel, Boston. 

24-25: American Academy of General Practice, State 
—— Conference, Hotel Muehlebach, Kansas City, 

fo. 

*26-27: Chattanooga (Tennessee) chapter, Tennessee Val- 
” Medical Assembly, Read House, Chattanooga. (814 

rs.) 
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26-28: Minnesota chapter, fall refresher course and an- 
nual meeting, Hotel Leamington, Minneapolis. 

*26-—29: Illinois chapter, annual meeting, Chicago. (10 hrs.) 

*27: Hampton Roads (Virginia) chapter, quarterly meeting, 
Yorktown, Va. (1 hr.) 

27-5: Pan Pacific Surgical Association, Eighth Congress, 
Honolulu, Hawaii. 

*28: New Jersey chapter, course on management of the 
mentally retarded individual at home and character dis- 
order, The Carrier Clinic, Belle Mead. (3 hrs.) 

*28-29: Mississippi chapter, annual meeting, Hotel Heidel- 
berg, Jackson. (10 hrs.) 

29-30: South Carolina chapter, annual meeting, Memorial 
Auditorium, Spartanburg. 


OCTOBER 


*1: University of Texas Southwestern Medical School, 
course in infectious diseases, Dallas, Tex. (7 hrs.) 

*2-5: Texas chapter, annual meeting, Adolphus Hotel, 
Dallas. (12 hrs.) 

3-5: Kansas City Southwest Clinical Society, 38th annual 
fall clinical conference, Hotel Muehlebach, Kansas City, 
Mo. 

*5: New Jersey chapter, course on the wisdom of psycho- 
pharmacologic drugs and anxiety reaction, The Carrier 
Clinic, Belle Mead. (3 hrs.) 

*Begins 5: Temple University Medical Center, Department 
of Psychiatry, postgraduate course in psychosomatic 
medicine, Temple University Medical Center, Phila- 
delphia, Pa. (80 hrs.) 

*5: Hahnemann Medical College, course in modern thera- 

- peutics, Pocono Manor Inn, Pa. (5 hrs.) 

Continued on page 229. 


Annual AAGP Meetings 


Annual Scientific Assembly 

Apr. 17-20, 1961: Miami Beach Auditorium, Miami 

Beach, Fla. 

Apr. 9-12, 1962: Convention Center, Las Vegas, Nev. 
Annual Symposium on Infectious Diseases 

Sep. 23, 1960: Battenfeld Auditorium, Kansas City, Kan. 

Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 
Annual State Officers’ Conference 

Sep. 24-25, 1960: Hotel Muehlebach, Kansas City, Mo. 

Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 
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EMPRAZIL 


TABLETS 
provide. total therapy 


nasal decongestant - antihistaminic 
analgesic + antipyretic 


for symptomatic relief. 


aches - fever - pain - respiratory tract ~ 
congestion 


Dosage: Adulte and older children: One or two tablets Lied, 
as required. Children 6 to 12 years of age: One tablet, tid, i. 
as required. wi 


Supplied: Bottles of 100 and 1000. 


Each orange and yellow layered tablet contains: 
‘Sudafed’® brand: Pseudoephedrine Hydrochloride 
*‘Perazil® brand Chlorcyclizine Hydrochlotide 
Aspirin (Acetylsalicylie Acid) 
BURROUGHS WELLCOME & CO. Caffeine: 
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The Hon. Richard M. Nixon 
Closer to Reality 


VICE PRESIDENT RICHARD NIXON, the Republican Party’s 
Presidential candidate, agrees with his Democratic 
opponent on one point: The nation’s 16 million aged must 
be cared for. However, Mr. Nixon’s ideas on the subject 
are more realistic. Prior to the convention, the Vice 
President came out in favor of the Administration plan— 
a plan which would aid individuals with annual incomes 
of $2,500 or less and couples earning $3,800 or less. 

In other words, he would help those who need help. 
This program would be paid for on a federal-state basis 
(50-50 in most cases) with the federal portion coming 
from the income tax till. Individual beneficiaries 
(except those on public assistance) who want 

to participate in the plan would pay $24 a year to enroll. 
The Nixon-endorsed program has both a deductible 
and a coinsurance feature. In any 12-month period, 

the individual pays the first $250 (if single) 

or $400 (if married). Medical care costs in excess 

of these amounts are shared with the individual paying 
20 per cent, the government, 80 per cent. 
Hospitalization is provided (up to 180 days a year); 
nursing home care (a full year); nursing care at home 
(a full year), and surgery. Laboratory and x-ray fees 
would be covered up to $200, subject to the 20-80 split 
and preliminary payments by the individual, and drugs 
would be paid for up to $350, on the same basis. 
Doctor and dentist fees are covered, as are private duty 
nurses and physical rehabilitation services, 

again on the split. The platform on which Mr. Nixon 

is running follows the outlined plan closely. 

Private insurance would be for those “‘able and desiring 
to contribute” and government aid would be provided 
for those unable to carry the insurance or pay 

medical care costs. On careful examination of both 
parties’ proposals, it would appear that the Republicans 
have their feet closest to the ground. 
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Memo to Consumer Reports 


THe MAY ISSUE of Consumer Reports carried 
' an article urging readers to put family medi- 
cal care problems in the hands of an internist. 
Within hours of the time the magazine made 
its newsstand debut, the Academy switchboard 
looked like a SAC control board during an air 
alert. Many of the calls were from members 
(“What’s the Academy going to do about this 
stupid article?’”’); other calls came from news- 
papermen, science writers. Two local intern- 
ists called (to let us know that the general 
practitioner is the ideal family doctor). Sig- 
nificantly, we had several calls from people with 
enough sense to know that an internist, by 
definition, is not a family doctor. They spoke 
highly of Academy members, each assuring us 
that their physician was either ‘‘the finest doctor 
in town” or “better than any specialist.” 

We mention these calls simply to establish 
that Barnum was right. But we wonder how 
many people will blindly accept the Consumers 
Reports definition of an internist. This defini- 
tion, fuzzy though it be, appears in a follow-up 
article (Consumer Reports, July, 1960). The 
magazine now contends that “internal medicine 
is the broadest of all specialties’ and that nothing 
prevents the internist from “treating diarrhea in 
a child, examining and advising a pregnant 
woman with abdominal cramps, treating a cut 
finger, removing a foreign body from the eye, 
splinting a fracture, treating ‘colds,’ lancing a 
boil, administering polio shots, or doing other 
things that general practitioners are now doing.” 

False, absolutely false. If we accept this defi- 
nition, then we must take issue with medical 
dictionary definitions of “internal medicine,” e.g., 
the branch of medicine which has to do with 
diseases not amendable to surgical treatment. 
Further, the by-laws of the American Society of 
Internal Medicine, Article II, 3(a), clearly state 
that a member must limit his practice to internal 
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medicine and be recognized in his community 
as a specialist in internal medicine. 

A rather gross conflict seems to be involved. 
Consumer Reports contends that an internist can 
do major surgery and deliver babies (these are 
just two of the “other things that general practi- 
tioners are now doing”). There’s no by-line on 
either article but it appears that someone is 
badly confused and sorely in need of (1) a dic- 
tionary and (2) a course in semantics. 

Now comes the clincher. In November, 1959, 
Internist E. Grey Dimond, writing in the Journal 
of the American Medical Association, stated that 
his fellow internists are “almost” perfectly 
trained for the role of family physicians. Why 
almost? Because, according to Dr. Dimond, the 
internist’s “role as a family physician is weakened 
and his usefulness materially lessened by his 
relatively inadequate training in care of newborn 
infants, prenatal care, emergency and traumatic 
surgery, medical gynecology, physical medicine 
and general problems of the eyes, ears, and skin.” 

If such a man is “almost perfectly trained for 
the role of ‘family physician’,” may the good 
Lord, in his infinite wisdom and mercy, save us 
from the man who is less “perfectly trained.” 

Dr. Dimond, former chairman of the depart- 
ment of medicine at the University of Kansas 
Medical Center, now heads a new research lab- 
oratory at the Scripps Research Foundation, 
La Jolla, Calif. We respect his opinion but we 
emphasize that a doctor not adequately trained 
in obstetrics, gynecology, surgery and pediatrics 
cannot be a family doctor. 

If Consumer Reports had taken the time to 
learn the difference between a general practi- 
tioner and an internist (instead of making up its 
own definition), its readers would have been 
more reliably informed. We again urge that the 
magazine stick to evaluating air conditioners, 
rotary mowers and dog food. Leave the art and 
science of medicine to men who at least know that 
an internist is not a family doctor. 
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The Age of Automation 


WHO SAYS machines don’t think for themselves? 
The Academy headquarters office has a won- 
drous machine that stuffs letters in envelopes— 
at the rate of 4,700 an hour. On rare occasions, it 
will reject an envelope, stoutly refusing to insert 
the letter. 

A few days ago, it rebelled. An empty envelope 
shot across the room, neatly addressed to the one 
and only Academy member in Eclectic, Ala. 


The Churches and Health Services 


THERE has always been a close relationship be- 
tween religious organizations and medicine. His- 
torically medical care was originally the respon- 
sibility of the church. Gradually the physical 
disabilities of individuals were cared for by the 
medica] profession, while the spiritual needs still 
remained within the province of the church. The 
churches, however, have continued to have great 
interest in health services. Many of our finest 
hospitals in this and other countries were founded 
by religious groups and are still maintained by 
them. The concern of the church as an official 
body for the health of the individual is therefore 
natural. 

A recent pronouncement of the General Board 
of the National Council of Churches of Christ in 
the United States of America emphasizes the 
churches’ concern for health services. It is stated 
in relation to mental health: “The churches’ 
contribution should also include participation in 
cooperative community planning, furtherance of 
sound community and church-related programs 
conducive to mental health and support of more 
adequate and extensive treatment facilities, in- 
cluding psychiatric care.” 

The churches are also interested in the financ- 
ing of health services. They are particularly anx- 
ious to maintain such services on a voluntary 
basis: “Experimental patterns of health service, 
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such as group health programs under the auspices 
of labor, management, or other responsible vol- 
untary associations of people, deserve encourage- 
ment . . . Continued growth of prepayment 
methods shows premise of ensuring high quality 
of medical service . . . The traditional and vital 
role of church-related hospitals and other health 
services must be maintained and strengthened. 
It is especially incumbent upon the churches to 
seek out and help communities which cannot pro- 
vide adequate health services, and to give suffi- 
cient financial support to church-related pro- 
grams, including hospitals and nursing homes, to 
enable them to pioneer in meeting health needs. 
Church members should also support hospitals 
and services which are not church related.” 

It is refreshing to note this attitude of an im- 
portant religious group. Freedom of our health 
services from strangling bureaucratic government 
control appears just as important to them as it 
does to the practicing physician. 


Concepts and Misconceptions 


IN RECENT YEARS the health problems of our 
older citizens have become a major preoccupation 
of both physicians and laymen. 

Research has developed many treatments and 
aids which are extremely helpful in correcting 
some of the ills that are characteristic in the pa- 
tient over 60—and also those ills that affect adults 
of all ages and frequently are found in the older 
patient. 

Proper application of these therapeutic pro- 
cedures will relieve the symptoms in many pa- 
tients who are incapacitated either physically or 
mentally or both physically and mentally. In 
every branch of medicine older people are re- 
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covering who 30 years ago would have been 
doomed for their remaining years to pain and 
immobility. 

Many are receiving this help but some are 
not—and they’d like to know why. The politicos 
claim it is lack of money to pay for physician 
services, hospitals and drugs. In this election 
year almost everybody who is running for office 
has a Forand-variety plan. In every plan the 
premise is the same. The older citizen cannot pay 
for medical care, so these things must be financed 
at the national level, the local level, or both. In 
all cases, ultimately by the taxpayers. 

Statistics of the AMA, the National Confer- 
ence of Blue Cross Plans, the Health Insurance 
Foundation and others indicate that the majority 
of older people can and do pay for good medical 
care. Those who cannot are taken care of through 
existing agencies and state authorities. 

No matter who pays for it, the medical care of 
the older citizen will be second-class for those 
who have physicians, private or public, who do 
not change their attitude toward these folks. 

In spite of all that has been written and all the 
observations by trained clinicians, the two major 
concepts of my medical school days still influence 
the thinking of far too many physicians. 

One of these concepts is that all the symptoms 
result from pathology. Since every person over 
60 has arterial disease and bony disease (and 
many have pulmonary disease), the assumption 
is that all symptoms result from the pathology. 
This assumption has been refuted many times 
but many physicians inevitably take a defeatist 
attitude toward every elderly patient who comes 
to see them. Since there is pathology, the pa- 
thology causes the symptoms; and since the 
pathology is irreversible, the symptoms are irre- 
versible; so one does not need to work with the 
patients more than to give them something which 
may or may not help—then let things drift. 

Concept number two is even worse—from the 
viewpoint of the older patient. A great many 


GP September 1960 


physicians believe that folks in their 70’s and 80’s 
are just sitting around waiting to die and that 
they should be perfectly satisfied to vegetate 
during their last few years. For some reason, 
these physicians are so rigid in this approach that 
they believe the patient with only a few years left 
should not receive such modern treatments as 
the cortisones or psychiatry. They should just 
live out their years in suffering and disability. 

Certain treatment procedures involve a calcu- 
lated risk, but the entire practice of medicine is 
a calculated risk. We always risk the possibility 
of complications and side effects. At any age the 
great majority of patients are more than willing 
to take this calculated risk. 

A fallacy of this concept is that the individual 
in the 70’s or 80’s is sitting around hopelessly, 
awaiting death. If that were true, why do they 
come to us? Life is just as sweet to them when 
they are in good health as it was when they were 
in their 30’s and 40’s. They expect their physi- 
cians to “‘cure’’ them if possible. They are willing 
to take the calculated risk and gamble death from 
the treatment in exchange for a possible several 
years of health. Physicians should understand 
that the patient in his latter years has the same 
attitude toward life and death, sickness and 
health, that he had 40 years before and he or she 
expects to live ‘‘forever’’ and wants to live these 
years free of pain and disability. 

As long as physicians do not understand this 
attitude on the part of older patients, and as long 
as they fail to give them the full advantage 
of modern medical science and techniques, it 
makes no difference who has charge of their 
treatment. They will not be treated properly and 
will continue to suffer until physicians realize 
that no matter what his age, the patient is still 
a human being, weary of pain and loving a 
healthy life. He should be given every chance 
and opportunity to achieve this objective. 

G. WILSE ROBINSON, M.D. 
Kansas City, Mo. 
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Staphylococcal Infections 


WILLIAM J. MARTIN, m.p. 


Section of Medicine 
Mayo Clinic and Mayo Foundation 
Rochester, Minnesota 


In the management of staphylococcal infections 
the most desirable results have followed 

a return to principles of asepsis, isolation 

of infected patients, elimination of carriers 

of staphylococci and attention to routine 
“housekeeping” measures. A sufficient number 
of effective antibacterials remain available 

for the treatment of serious staphylococcal 
infections, if one has familiarized himself 

with their proper application. 


THE UBIQUITOUS staphylococcus appears to have 
existed parasitically on man and in his environ- 
ment from time immemorial, and the problem of 
staphylococcal infections is receiving much cur- 
rent attention. It seems worthwhile, therefore, to 
review some experiences with such infections at 
the Mayo Clinic against the background of re- 
cent medical literature. 


Mayo Clinic Studies 
of Antibiotic Effectiveness 


PENICILLIN—-STREPTOMYCIN 


In 1946, Nichols and Herrell described a case 
of staphylococcal bacteremia in which penicillin 
failed to affect the course of the infection and 
subsequent in vitro studies revealed the organism 
to be resistant to the agent. It was also pointed 
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out that organisms could develop resistance to 
streptomycin with incredible rapidity. 


CHLORTETRACYCLINE 


In 1949, Nichols and Needham wrote of chlor- 
tetracycline in penicillin-resistant staphylococcal 
bacteremia. Of 50 strains of staphylococci iso- 
lated from clinical infections, 34 resisted penicil- 
lin and 14 resisted streptomycin but all were 
sensitive to chlortetracycline. In 1948, there were 
15 cases of staphylococcal bacteremia; 12 of 
these were due to penicillin-resistant strains. In 
1949, four of six patients with penicillin-resistant 
staphylococcal bacteremia recovered on receiv- 
ing chlortetracycline. The organism in one of the 
failures developed resistance to the drug during 
treatment. 


ERYTHROMYCIN 


In July, 1952, Heilman and coworkers wrote 
that in staphylococcal infections not controlled 
by penicillin, streptomycin or the tetracyclines, 
erythromycin (McGuire and associates) was an 
effective drug. However, staphylococci originally 
sensitive to erythromycin were rendered resistant 
in our laboratories by subculture in broth con- 


‘taining gradual increments of the drug. 


In 1958, Needham and Nichols noted no ap- 
preciable increase in strains resistant to penicillin 
and streptomycin since 1948. When streptomy- 
cin was largely replaced by other antibiotics, the 
incidence of streptomycin-resistant strains de- 
creased slightly for a short time; however, it in- 
creased again when mixtures of penicillin and 
streptomycin came into use. No strain of staphy- 
lococci resistant to the tetracyclines had been 
found in 1948, but in 1951 such resistance had 
reached 36 per cent. Strains of staphylococci re- 
sistant to chloramphenicol always had been few 
in Rochester, presumably because this drug was 
not often used. 

Also in 1953, Herrell and coworkers wrote that 
in two of eight cases of staphylococcal bacteremia 
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Staphylococcal 
Infections 


the bacteria became rapidly resistant to ery- 
thromycin. It was emphasized that widespread 
use of erythromycin would likely result in in- 
creasing numbers of resistant strains of staphy- 
lococci. 

In 1953, my associates and I concluded that 
erythromycin was effective in most staphylococ- 
cal infections but we did not advocate its routine 
use in chronic infections because of the possibility 
of provoking bacterial resistance. We urged dis- 
criminate use of the agent and observed that a 
staphylococcus made resistant to erythromycin 
in one patient might conceivably cause lethal 
cross infection in another. 

In 1954, we reported that in December, 1952, 
and in March, 1958, no strains of staphylococci 
isolated from clinical material resisted erythro- 
mycin, but that in March, 1954, seven out of 100 
strains were resistant. A progressive increase in 
erythromycin-resistant staphylococci had been 
expected because (1) the organisms had eventu- 
ally resisted all the other commonly employed 
antibiotics, (2) organisms originally sensitive to 
the agent had been rendered resistant in our 
laboratories and (3) we had noted the emergence 
of resistant strains in the treatment of chronic 
infections. In the two years under scrutiny, 37 
patients had infections owing to erythromycin- 
resistant strains. The incidence of such resistance 
had greatly increased in the second year of our 
study when 32 of the 37 cases had occurred. The 
sites of staphylococcal infection were especially 
vulnerable to cross infection or transmission 
among hospital personnel, since 24 of our 37 pa- 
tients had wound, bowel or postmanipulative 
urinary infection. 

Later in 1954 we observed that staphylococcal 
enterocolitis (Dearing and Heilman, 1953; Bran- 
nick and coworkers, 1954), known at least as far 
back as 1948 (Kramer), occurred when the nor- 
mal intestinal flora was inhibited by antibacterial 
agents, allowing strains of resistant staphylo- 
cocci to proliferate. Such resistant organisms 
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seemingly were transferred from one patient to 
another, or from hospital personnel to patients. 
While the condition occurred more often post- 
operatively, it occurred in nonsurgical patients 
as well. Although the incidence was higher in 
patients receiving antibacterial agents orally it 
occurred in patients receiving no antibiotics and 
in patients given such agents parenterally. With 
the emergence of erythromycin-resistant staphy- 
lococci it was pointed out that erythromycin 
could not be considered an automatically pre- 
scribed panacea for staphylococcal enterocolitis. 


TOXIC POTENTIALS OF ANTIBIOTICS 


Still later in 1954, we emphasized the toxic 
potentials of the antibiotics. It was recorded that 
staphylococcal superinfection was an excellent 
indicator that antibiotics might have unrecog- 
nized harmful potentialities. 


PENICILLIN V AND NOVOBIOCIN 


In 1955, in observations of penicillin V (phen- 
oxymethy] penicillin), we continued to employ 
penicillin in staphylococcal infections if the 
strains were sensitive to that antibiotic. 

Also in 1955, my colleagues and I reported that 
novobiocin was effective against staphylococci. 
We found no cross resistance between it and other 
antibiotics, but laboratory evidence indicated 
that staphylococci could become resistant to it. 

We presented further observations in 1956 on 
phenoxymethy] penicillin; eight of 18 cases dis- 
cussed were examples of staphylococcal infection. 

Also in 1956, we suggested restricting the use 
of novobiocin to infection caused by insensitive 
staphylococci, on the basis that the less an anti- 
biotic is used in a given area, the fewer the re- 
sistant strains of staphylococci will emerge. We 
also pointed out that in two of 53 staphylococcal 
infections the organisms isolated after a period 
of treatment with novobiocin required a greater 
concentration of the antibiotic to inhibit growth 
than those isolated before treatment. 
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In 1957, Payne and coworkers wrote that ap- 
proximately 0.025 per cent of some 11,500 pa- 
tients who had undergone operations on the 
gallbladder and bile ducts at the Mayo Clinic 
from January, 1948, through December, 1954, 
had infectious complications. Staphylococci were 
most frequently responsible for monobacterial 
wound infections. They were identified in one- 
third of subhepatic or subdiaphragmatic ab- 
scesses, and were the cause of bacteremia and 
enterocolitis in four patients each. 


STAPHYLOCOCCAL BACTEREMIA WITHOUT 
ENDOCARDITIS 


Also in 1957, Schirger and coworkers published 
data on 109 cases of staphylococcal bacteremia 
without endocarditis. They concluded that the 
incidence of the disease had followed a relatively 
steady pattern for the past 15 years or more. 

We wrote that one should not become over- 
pessimistic about the increasing frequency of 
antibiotic-resistant staphylococci, since dexter- 
ous manipulation of the antibiotics to which these 
organisms remain sensitive allows a reasonable 
chance of obtaining satisfactory results. While 
treatment of staphylococcal bacteremia should 
be based on the results of in vitro tests for sensi- 
tivity, the time elapsing between laboratory de- 
tection of infection of the blood stream and 
determination of the sensitivity of the organism 
may be too long to permit delay of therapy. 
Under these circumstances, we believed that 
treatment might be started with an antibiotic to 
which the organisms were most likely sensitive. 
When sensitivity test results became known, 
treatment could then be modified. In this man- 
ner, adequate antibiotic therapy for seriously ill 
patients often was started 24 to 48 hours sooner. 


VANCOMYCIN, TRIACETYLOLEANDOMYCIN 
AND ERYTHROMYCIN 


In April, 1958, Geraci and coworkers reported 
the potentialities of a relatively new antibiotic 
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agent, vancomycin, in the management of staph- 
ylococecal endocarditis. Also, Reisch and associ- 
ates stated that two antistaphylococcal agents, 
triacetyloleandomycin and erythromycin, were 
not significantly different in the concentration 
attainable in serum or in the ability to inhibit 
bacterial growth. In infections due to erythro- 
mycin-resistant staphylococci there is a 70 per 
cent chance that the organisms will be sensitive 
to triacetyloleandomycin. 


EVALUATION OF STUDIES 


In 1958, Nichols and I discussed staphylococ- 
cic infections and their management. We pointed 
out that indiscriminate use of antibiotic agents, 
neglect of principles of asepsis and disregard for 
isolation techniques had created an unfortunate 
situation in some hospitals. We emphasized that 
today one must not only attempt to detect un- 
derlying diseases that predispose to staphylo- 
coccal infections but one must be aware that cer- 
tain forms of therapy may encourage invasion by 
the staphylococci. We concluded that the newer 
antistaphylococcal antibiotics, triacetyloleando- 
mycin, ristocetin and vancomycin, had a place 
as antistaphylococcal agents, but that vanco- 
mycin and ristocetin, because of their toxicity 
and need for intravenous administration, should 
be reserved for the more serious staphylococcal 
infections. 

Early in 1959, Schirger and coworkers pointed 
out that while older agents such as penicillin con- 
tinued to have use, newer drugs including kana- 
mycin were available for resistant strains. Kana- 
mycin, like ristocetin and vancomycin, has to be 
administered parenterally for systemic effect and 
also has toxic potentialities. 


Studies Reported in 
Recent Medical Literature 


It is obvious that many of the data reviewed 
above correspond to those accumulated by work- 
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ers in other institutions. It is not intended to 
fully review the literature here, but rather to 
consider recent data that are particularly perti- 
nent to the present discussion. I have arbitrarily 
chosen as a starting point the symposium spon- 
sored by the New York Academy of Science in 
April, 1956, which provided data submitted by 
a representative group of investigators. 


HOSPITAL-ACQUIRED INFECTIONS 


McDermott (1956) recalled that the three 
principal bacterial diseases in the United States 
are those due to the intestinal flora, tubercle 
bacilli and staphylococci. He emphasized that 
we should not be preoccupied with attempts to 
drive invaders out, for actually we are dealing 
with original settlers. Our task is to determine 
what may go wrong, and what permits these 
“hangers-on”’ to gain control. Like the incidence 
at the Mayo Clinic, the incidence of staphylo- 
coccal bacteremia at New York Hospital-Cornell 
Medical Center appeared relatively constant 
over a 20-year period. McDermott had detected 
no convincing evidence that hospital staphylo- 
cocci are more virulent for men than they ever 
were. 

However, McDermott believed that staphylo- 
coccal infection was more frequent in patients 
after they had entered the hospital, since modern 
therapy permits the survival of individuals who 
are less able to cope with infections, and some 
agents and treatments such as the steroids, anti- 
microbials, irradiation and venipunctures facil- 
itate infection. 

Spink (1956) wrote that in staphylococcal 
bacteremia treated at the University of Minne- 
sota and its affiliated hospitals between 1952 and 
1955, the mortality rate was 70.8 per cent. About 
60 per cent of these fatal infections were hospital- 
acquired, usually on surgical services. Conse- 
quently, Spink emphasized strict aseptic tech- 
niques in the operating rooms and in the patient’s 
immediate environment. 


ASEPTIC TECHNIQUES 


In Operating Room. Howe, commenting on 
Spink’s paper, pointed out that wound infections 
due to staphylococci appeared to be seeded in the 
operating room. Since the surgeon’s nasopharynx 
may be a reservoir for staphylococci, he advo- 
cated double masking and changing of masks 
every hour or two during long operations. 

On Hospital Wards. On the wards he advo- 
cated (1) the use of masks and gloves by per- 
sonnel changing septic dressings, (2) sterilization 
of all instruments used in dressings and (8) pro- 
vision of wax paper bags for disposal of con- 
taminated dressings. Following these and other 
measures, Howe observed that the incidence of 
wound infections in his patients was reduced from 
10 to 2 per cent. 

Finland and Jones (1956) described a survey 
conducted in the Boston City Hospital in Janu- 
ary, 1956, which revealed that 181 of 1,172 pa- 
tients had staphylococcal infections. Approxi- 
mately 60 per cent of these infections were 
hospital-acquired. The majority of staphylo- 
cocci isolated on the patient’s admission to the 
hospital were susceptible to available antibiotics. 
Staphylococci acquired in the hospital proved 
largely resistant to penicillin, streptomycin and 
the tetracyclines. Of 196 patients with staphy- 
lococcal bacteremia, 89 died, giving a mortality 
rate of 45 per cent. 

Collins and coworkers (1956), speaking of 
staphylococcal bacteremia, also emphasized that 
neoplasia, irradiation or antitumor chemothera- 
peutic agents, sustained intravascular therapy 
and wide-sweeping surgical procedures may pre- 
dispose to infection. 

Dearing (1956) discussed staphylococcal en- 
terocolitis and reiterated that resistant strains 
of staphylococci are common in the gastroin- 
testinal tracts of hospitalized patients when cer- 
tain antibacterials are being given orally. He 
pointed out that the syndrome is reversible and 
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that such staphylococci can be eliminated by 
administration of an appropriate antibiotic. 


CLINICAL TRIALS OF AN ANTIBIOTIC 


Petersdorf and coworkers (1957) published 
data on the antibiotic sensitivity of staphylococci 
isolated from clinical materials. They concluded 
that: (1) infections due to such strains would re- 
quire massive amounts of penicillin, (2) chlor- 
amphenicol was effective as an inhibitory agent 
but could only rarely kill a strain, (8) more and 
more erythromycin-resistant strains were appear- 
ing, (4) inhibition of bacterial growth as well as 
direct killing of some strains by novobiocin made 
it a potent addition to the list of therapeutic 
agents and (5) the bactericidal action of neomy- 
cin and bacitracin, despite their toxicity, gave 
them an increasingly important role in systemic 
therapy. They pointed out that only results of 
clinical trials provide the final answer to the 
usefulness of an antibiotic, that sensitivity tests 
serve only as relative guides and that careful 
correlation of the results of both laboratory and 
clinical observations is important. 

Spink (1957) noted that approximately 70 per 
cent of the strains isolated from patients at the 
Minneapolis General Hospital resisted penicillin 
and streptomycin, about 50 to 60 per cent re- 
sisted the tetracyclines and 20 per cent resisted 
erythromycin. 


CONTROL OF STAPHYLOCOCCAL INFECTIONS 
IN HOSPITALS 


Levin (1957) presented measures taken to con- 
trol an outbreak of staphylococcal infections in a 
hospital: the detection of infection among per- 
sonnel, sanitary measures as applied to the 
physical plant and equipment, the general han- 
dling of surgical patients, operating room tech- 
niques and orientation of personnel to the prob- 
lem. In a three-month period after institution of 
these measures, staphylococcal infections greatly 
diminished. 
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Pulaski and Isokane (1957) corroborated our 
experiences with novobiocin. They obtained 
favorable results in 75 per cent of 106 patients 
who had staphylococcal infections, and responses 
were comparable to those seen with older anti- 
biotics. 

Austrian (1957) reiterated that staphylococcic 
pneumonia could occur as a superinfection during 
treatment of pulmonary or extrapulmonary in- 
fections with antibiotics. He indicated that when 
staphylococci are sensitive to bactericidal anti- 
biotics such as penicillin, such agents are the ones 
of choice. He recommended that when circum- 
stances require use of a bacteriostatic agent such 
as erythromycin, one simultaneously uses a 
bactericidal agent. ‘ 

Dowling (1957), like Austrian, in reporting to 
the Council on Drugs of the American Medical 
Association, reiterated that in hospitals in which 
a number of patients are receiving an antibiotic, 
staphylococci resistant to that antibiotic accumu- 
late in the upper air passages of attendants and 
of patients who have not received the antibiotic. 
From there the organisms may infect wounds, 
burns or the respiratory tract of other patients. 


PRECAUTIONS FOR OPERATING 
ROOM PERSONNEL 


Wound Infections. Keefer (1957) discussed the 
problem of wound infection and the preventive 
measures to be used in the operating room and 
on the wards. He agreed with the evidence that 
the majority of wound infections were seeded in 
the operating room, and supported the theory 
that special precautions should be observed by 
operating room personnel. He re-emphasized that 
masks and gloves should be worn by hospital 
personnel during the changing of septic dressings, 
and that special precautions should be taken in 
disposing of soiled dressings and instruments. 
Keefer urged careful bacteriologic study of in- 
fections prior to antibacterial treatment, and 
rejected the so-called principle of antibiotic 
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prophylaxis. He stressed that cross infection be 
avoided by an isolation procedure. He had ob- 
served a decline in staphylococci resistant to 
multiple antibiotics since the restoration of these 
principles. 

Howe (1957) presented an excellent survey of 
wound infections following clean operations be- 
fore and after restoration of aseptic principles of 
surgery, the use of isolation techniques and more 
rational use of antibiotic agents. He pointed out 
that one active infection disseminating staphylo- 
cocci to the environment may be more important 
than a high carrier rate among hospital person- 
nel. Howe reiterated that the function of anti- 
biotics in the treatment of wound infections is to 
protect against invasive infection and bacterial 
metastatic complications incident to surgical 
attack upon the lesion. 

Bunn and coworkers (1958) concluded from in 
vitro studies with various antimicrobials that in 
penicillin-susceptible staphylococcal infections 
penicillin is the drug of choice, and that no other 
agent is needed in combination. 


INFECTIONS IN HOSPITAL PERSONNEL AND 
PATIENTS 


Caswell and associates (1958) noted that 
staphylococci were most prone to cause abscess 
of the breast in nursing mothers, and to cause 
wound infections, pneumonia, postoperative 
enteritis and cutaneous infections in patients and 
hospital personnel. They had observed a sharp 
rise in cutaneous staphylococcal infections in 
hospital personnel concomitant with the develop- 
ment of such infections in patients. Likewise, in- 
fection decreased in hospital personnel as it de- 
creased in patients. Of 79 nurses with cutaneous 
staphylococcal infections, 64 were student nurses 
who were adjudged to have had more intimate 
contact with patients than the registered nurses. 
Two-thirds of these infections involved cutaneous 
surfaces readily exposed to contamination while 
the nurse was in uniform. Hospital personnel 
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with cutaneous staphylococcal infections not re- 
sponding to conservative measures were treated 
with novobiocin, which gave excellent results. On 
several occasions when infection broke out in a 
ward, one of the personnel had had a preceding 
cutaneous infection for which the identical 
phage-type organism was responsible. 

Finland (1958) did not find penicillin valuable 
alone or in combination with other antibiotics in 
staphylococcal infections if the organism was 
moderately or highly resistant. 

Nolen and Fleisher (1958) reported that in one 
community where 92 per cent of the inhabitants 
had received antibiotics the prevalence of asymp- 
tomatic carriers of drug-resistant pathogenic 
staphylococci was 18.5 per cent. 

In a conference on staphylococcal infections 
sponsored by the American Medical Association, 
Mudd (1958) concluded that contributing causes 
to the problem included (1) relaxation of aseptic 
precaution in hospital “‘housekeeping”’ and pro- 
cedure, (2) relying too much on antibiotics to 
suppress infections and (8) the biologic charac- 
teristics of the staphylococci. 

Wise (1958) pointed out that active and pas- 
sive immunization by the use of vaccines, toxoids 
and antitoxins had not proved promising in 
staphylococcal infections. He noted that in the 
Jefferson Medical College Hospital, penicillin, 
streptomycin and the tetracyclines had little or 
no effect on the strains of staphylococci isolated 
therefrom, and that approximately 50 per cent 
of the strains resisted erythromycin. He also said 
that oleandomycin and ristocetin were less bac- 
teriostatic than novobiocin against strains of 
staphylococci that he had studied. 

Burnett and coworkers (1958) said that novo- 
biocin or chloramphenicol was routinely effective 
in recurrent infections in hospital personnel, and 
that there is no one source of error in the genesis 
of staphylococcal infections in hospitals, but 
rather many small facets which must be cor- 
rected and vigilantly policed. 
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INDIVIDUAL SUSCEPTIBILITY 


Brown (1958) elaborated on the theme of indi- 
vidual susceptibility. Age, he noted, is an im- 
portant factor in the genesis of staphylococcal 
infections; the newborn and the aged are the 
most susceptible. He also noted that the dosage 
factor, or the number of staphylococci in the en- 
vironment, may be second in importance to indi- 
vidual susceptibility. He condemned antimicro- 
bial prophylaxis, discussed housekeeping pro- 
cedures in the hospital, and urged the institution 
of an antistaphylococcal educational program for 
hospital personnel. 


BASIC PRINCIPLES IN CONTROLLING INFECTION 


Godfrey and Smith (1958) drew attention to 
several basic principles in the control of infectious 
disease. They pointed out that admission of 
patients with septic disease to the hospital incurs 
the risk of contagion. They believed that patients 
with cutaneous staphylococcal infections and 
asthmatic patients with purulent sputum, as well 
as patients with postoperative wound infection, 
should be isolated. Their analysis of staphylo- 
coceal carriers suggested that those with the 
poorest education in hygiene are the most con- 
taminated. They ascribed much of the present 
difficulty with the staphylococci as reflecting a 
general breakdown in ‘‘aseptic conscience.” 


CONTRAINDICATION TO BREAST FEEDING 


Langmuir (1958) said that the incidence of 
staphylococcal abscess of the breast in nursing 
mothers, apparently transmitted from infants, 
was considered by many to be a serious contrain- 
dication to breast feeding, since mothers of 
formula-fed infants do not have such a problem. 
He added that the healthy (nasal) carrier of 
staphylococci among hospital personnel is more 
subtle than an obvious clinical infection and per- 
haps equally dangerous. He thought that rigid 
maintenance of aseptic techniques should be the 
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starting point in the control of staphylococcic 
infections in hospitals. 

An editorial (1958) pointed out that antibi- 
otics given to patients who had no proven in- 
fection undoubtedly had done much to hasten 
the appearance of resistant strains of staphylo- 
cocci. The editor concluded that the antibiotics 
which are still effective against staphylococci will 
remain so, depending on the wisdom and re- 
straint with which they are used. 

Early in 1958, the Committee on the Fetus and 
the Newborn of the American Academy of Pedi- 
atrics issued a statement calling for special at- 
tention to staphylococcal infections in nurseries. 

Also, in May, 1958, the Committee on In- 
fections Within Hospitals of the American Hospi- 
tal Association, after consultaticn with other 
agencies, issued a bulletin concerning staphylo- 
coccal infections and their management in 
hospitals. 


IDENTIFICATION OF CARRIERS OF STAPHYLOCOCCI 


In September, 1958, a conference on staphylo- 
coccal disease sponsored by the United States 
Public Health Service and National Academy of 
Sciences summarized the current status of the 
problem. Williams pointed out that postopera- 
tive staphylococcal infection had been traced to 
a healthy carrier as early as 1939. He reviewed 
Barber’s work indicating that penicillin-resistant 
staphylococci could be distinguished by phage 
type from sensitive strains and so probably did 
not arise as variants of them. He had concluded 
that, aside from epidemics, staphylococcal in- 
fections develop in at least 5 per cent of post- 
operative patients and 10 to 15 per cent of new- 
born babies. He also noted that in some staphy- 
lococcal epidemics, particularly those due to 
phage-type 80/81, skin infections among the 
staff were common. 

Williams further noted that while staphylo- 
coccal infection is commonly introduced into a 
maternity ward by a nurse who is a carrier, sub- 
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sequent spread is often from one baby to another. 
He thought it more reasonable to control dis- 
persal of staphylococci by an attack on the 
breeding places, namely carriers, rather than on 
resting places, namely environment. He said that 
treatment of carriers had apparently coincided 
with decreased infection in certain hospitals. He 
also pointed out that not all strains of coagulase- 
positive staphylococci have similar virulence, and 
that while the phage-type 80/81 is important in 
terms of pathogenicity, other phage types cannot 
be neglected. In his experience about 30 per cent 
of strains of staphylococci isolated from septic 
lesions were phage-type 80/81. Like McDermott 
he did not believe that antibiotic-resistant strains 
were fundamentally more virulent than the 
sensitive strains of yesterday. 

At the same conference, Anderson also men- 
tioned the danger of emphasis on the virulence of 
certain strains which might draw attention from 
the potential hazard of staphylococci in general. 
He agreed with Williams that surgical asepsis and 
the identification of carriers were essential to con- 
trol of the problem. He also pointed out that 
organisms responsible for hospital infections may 
be carried home by the patient and transmitted 
to members of the family. 

Knight and coworkers noted that organisms 
made resistant by treatment with antibiotics 
were often secondarily disseminated among other 
hospital patients. They reiterated that when 
patients enter a hospital their staphylococci may 
be suppressed by an antibiotic, but since the 
patients are in an environment frequented with 
drug-resistant strains the latter organisms may 
implant. Thus the patient becomes a carrier of a 
resistant strain of staphylococci. 

Lepper observed close agreement between the 
data of Williams and Knight and those of his 
group. He identified some persons as being more 
prone to carry coagulase-positive organisms, 
some more prone to carry coagulase-negative 
strains and some as being free of staphylococci. 
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He believed that this was a relatively stable 
characteristic under short-term observation. 

Shaffer concluded that usually when a carrier 
was transferred to other duties the strain carried 
disappeared from the environment, although 
some carriers persisted as such for weeks or 
months. He thought that his group had signifi- 
cantly decreased the general incidence of staphy- 
lococcal infections by detecting and controlling 
asymptomatic nasal carriers of staphylococci. He 
also believed that nasal colonization occurred 
prior to clinical infection, and that the interim 
between colonization and manifest infection re- 
quired surveillance of the patient after dismissal 
from the hospital. 

Howe recalled that during the preantibiotic 
era staphylococci were the most common patho- 
gens in wounds, being present in about two- 
thirds of all infections. He believed that in 
wound infections their frequent association with 
hematoma, the time of their appearance and the 
experimental difficulties in infecting a sutured 
wound suggested that seeding of them occurred 
in the operating room. He reiterated that wounds 
with septic breakdown due to staphylococci are 
equally important regardless of phage type. 


ELIMINATION OF STAPHYLOCOCCAL CARRIERS 


Caswell emphasized that all infected personnel 
must be removed from contact with patients and 
not returned to duty until the infection has 
cleared. In his experience, 4 per cent of healthy 
nasal carriers were infected with the 80/81 or- 
ganism which was responsible for 70 per cent of 
hospital infections. He thought that local treat- 
ment or a temporary environmental change was 
indicated in the management of nasal carriers. 


STAPHYLOCOCCAL INFECTION— 
AN INTRAHOSPITAL PHENOMENON 


Rogers and Bennett stressed that staphylo- 
coccal disease was predominantly an intrahospi- 
tal phenomenon, since 60 to 90 per cent of cases 
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developed during or shortly after hospitalization. 
In their experience the mortality of such syn- 
dromes as staphylococcal bacteremia and pneu- 
monia had been high (50 to 80 per cent). They 
pointed out that such syndromes are frequently 
terminal events in the course of pre-existing in- 
curable disease, and that serious staphylococcal 
infection rarely develops in normal adults. They 
drew attention to malignant diseases, diabetes, 
lupus erythematosus, renal failure, pulmonary 
disease and dermatitis as predisposing to staphy- 
lococcal infection. They reiterated that patients 
receiving steroids, radiation and similar therapy 
and antibiotics, and those undergoing urethral 
manipulation or receiving prolonged parenteral 
therapy also are similarly predisposed. They 
agreed that while strain 80/81 is a common cause 
of infections on hospital services, other strains 
cause a significant number of infections. 

Wentworth and coworkers reiterated that the 
hospital may act as a focus of staphylococcal in- 
fection for the community, since patients in- 
fected in the hospital may not develop overt 
disease until after dismissal. 


LABORATORY ASPECTS 
OF THE STAPHYLOCOCCAL PROBLEM 


Blair in discussing the laboratory aspects of the 
staphylococcal problem noted that colonies of 
pathogenic staphylococci usually exhibit yellow 
pigmentation and that many strains hemolyze 
blood agar, but that fully virulent white variants 
can occur. He emphasized that the ability to clot 
blood plasma is characteristic of essentially all 
pathogenic staphylococci, and hence they are 
referred to as coagulase-positive. In cultures de- 
signed to grow staphylococci he recommended 
use of sheep blood, although rabbit or horse blood 
can be used ; many strains of staphylococci do not 
hemolyze human erythrocytes to any great ex- 
tent. He noted that culture medium containing 
7.5 per cent of sodium chloride permits growth 
of coagulase-positive staphylococci but inhibits 
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most other organisms, and that addition of 
mannitol to the medium serves as a suitable in- 
dicator since a fair proportion of strains ferment 
mannitol. Phenolphthalein phosphate agar is 
helpful too, because when cultures of coagulase- 
positive staphylococci are exposed to ammonia 
fumes the colonies become bright pink. He ob- 
served that bacteriophage typing permits identi- 
fication of staphylococci isolated from related 
sources with a reasonable degree of accuracy. He 
briefly outlined phage typing, noting that one 
applies drops of dilutions of various phages on a 
pure culture of staphylococci. After incubation 
the cultures are inspected for areas of lysis, and 
the results are reported in terms of the phages 
that produced lysis. 

Colbeck spoke of his use of neomycin in saline 
solution as a nasal spray in the management of 
staphylococcal carriers. In his experience the 
spray either cleared the nose of organisms in a few 
days, or reduced their numbers. 

Clark noted that in the cases of presumably 
clean inguinal herniorrhaphy handled over a 
period of 21 years at the Massachusetts General 
Hospital, 50 per cent of the infections were not 
apparent until after dismissal of the patient. He 
reiterated the need for hospitals to follow up dis- 
charged patients as a means of further determin- 
ing the number of infections arising within the 
hospitals. 


Comment 


Ogston first described the staphylococci in 
1881. Kossiakoff wrote a paper entitled, ‘““The 
Capacity of Microbes to Adapt Themselves to 
Antiseptics,” in 1887. It cannot be said with 
exactness, as yet, when staphylococci are part of 
the normal flora of the body, but it is the con- 
sensus that their presence anywhere other than 
on intact skin or in the upper respiratory tract is 
abnormal. Seventy per cent of adults have 
staphylococci in the anterior nares, and 30 per 
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cent of these carry a potentially virulent strain 
(Smith, 1958); the percentage of such carriers is 
higher in hospital personnel than in the com- 
munity at large. It is estimated that 75 per cent 
of people have staphylococcal infection sometime 
during their lives (Smith, 1958). In view of these 
data there seems little possibility of entirely 
eliminating these ubiquitous organisms in the 
near future, with their ability to become increas- 
ingly resistant to new antibacterial agents. It 
should be realized, moreover, that successful 
management of the staphylococcal problem is not 
to be achieved via more numerous and more 
efficient antibacterial agents. 


HOSPITAL EPIDEMICS 


All hospitals have an endemic level of staphy- 
lococcal infections, and measures should be 
directed toward minimizing that level, prevent- 
ing emergence of epidemics and terminating epi- 
demics when they occur. Two known factors 
necessary to the propagation of staphylococcal 
infections are (1) the virulence and (2) the dis- 
persal of the strain. 

An epidemic can result when a virulent strain 
is introduced into a hospital by someone capable 
of dispersing it readily. In the presence of an 
epidemic two measures are to be undertaken: (1) 
bacteriologic classification of the staphylococcus, 
preferably by phage typing and (2) search for 
carriers of the strain in patients and hospital 
personnel. One should search out nasal carriers 
and personnel with hidden lesions (axillary, 
perineal, etc.). Personnel in whom frank staphy- 
lococeal lesions develop should be excluded from 
duty. 

It has been recommended that all hospitals 
establish a committee on staphylococcal infec- 
tions composed of members interested in hospital 
administration, infectious disease, surgery and 
allied fields, and given authority sufficient to 
meet its needs. The committee should supervise 
such special studies as those designed to detect 
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carriers among hospital personnel, and appropri- 
ate measures of management should be agreed on 
a priori. Such measures may result in the transfer 
of known carriers from areas such as operating 
and delivery rooms, food handling and nurseries. 
Leaves of absence may be necessary in some 
cases. Local (nasal) or systemic treatment with 
antibacterials, ‘double masking” while on duty, 
and other procedures should be carried out at the 
discretion of the committee. 


MANAGEMENT OF NASAL CARRIERS 


My colleagues and I are currently investigating 
our experiences in the management of nasal car- 
riers over an arbitrarily selected three-month 
period. While this investigation has not been 
completed it is apparent, as it has been to others, 
that removal of certain of these carriers from 
their usual duties results in a loss of their harbor- 
ing the organism, but this is not always effective. 
Ointments and jellies containing antibacterials 
applied to the nasal membranes will rid some 
carriers of their staphylococci. One per cent 
neomycin, bacitracin or kanamycin, in either 
saline solution or sesame oil, sprayed into the 
nose four to six times daily via a number 127 
DeVilbiss® atomizer also has been used. Sesame 
oil was chosen as a vehicle to counteract drying 
of the solution and to prolong the organisms’ ex- 
posure to the antibacterial agent. We are not 
acquainted with any evidence that use of sesame 
oil in this manner has produced lipoid pneu- 
monia. While the precise position of the inap- 
parent carrier of potentially pathogenic staphylo- 
cocci in the genesis of clinical infection is not 
known, we survey employees in critical areas at 
intervals of two weeks by means of nasal cultures. 


DETECTING INFECTION AFTER HOSPITAL 
DISCHARGE 


An undesirable characteristic of staphylococcal 
disease is that lesions may not develop in a pa- 
tient until after dismissal from the hospital. 
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Procedures designed to detect such infections 
among dismissed patients include surveys by 
telephone, use of questionnaires and study of 
nasal cultures taken at the time of the patient’s 
dismissal. 


ISOLATION OF INFECTED PATIENTS 


Hospitals should reconsider admitting patients 
with staphylococcal infections if they can be 
managed at home. If it is mandatory that pa- 
tients with staphylococcal infections be hos- 
pitalized, the potential danger should be realized, 
and proper precautions, including isolation, insti- 
tuted at that time. All patients with staphylococ- 
cal disease should be isolated, and patients 
especially susceptible to such disease (those with 
burns, dermatitis, etc.) may benefit from such 
isolation in an attempt to protect them from 
environmental contamination. 


ROUTINE “‘HOUSEKEEPING”’ PROCEDURES 


In addition to contact, direct or indirect, with 
infected patients or hospital personnel there are 
other exogenous factors that enhance the likeli- 
hood of staphylococcal infection such as pro- 
longed hospitalization or crowding within the 
hospital. Also when reviewing existing hospital 
practices from the point of sanitation, one should 
examine dietary and food-handling procedures, 
such as proper dishwashing techniques, prepara- 
tion and disposal of food, refrigeration, sanitation 
of ice bins and disinfection of contaminated 
utensils. A review of laundry practices should 
especially emphasize the technique of handling 
contaminated linen. The handling and disposal 
of excreta, discarded dressings and floor sweep- 
ings are not to be neglected. Traffic control in all 
areas, but especially critical ones, is often violated 
especially by the relatively uninitiated. Service 
areas such as utility rooms, janitors’ closets and 
trash bins are prone to be lightly regarded. Intake 
sources, screens and filters, etc., may be over- 
looked in inspecting ventilating and air-condi- 
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tioning systems. Wet mopping of floors is prefer- 
able to dry sweeping, but since a dirty mop may 
spread infection, consideration of other forms of 
cleaning are being studied. Cultures should be 
taken periodically from autoclaves, water steril- 
izers, urologic solutions, instruments, ete. A 
definite continuous program of instruction in 
aseptic technique for all personnel to include such 
items as proper hand washing and dressing-cart 
technique should be maintained. 


HOST FACTORS 


In addition to these environmental or exog- 
enous factors that make staphylococcal infec- 
tions more probable, host factors in many in- 
stances have been altered to permit development 
of infection by this ubiquitous organism. Under- 
lying diseases in the host which may predispose 
to staphylococcal infection include diabetes melli- 
tus, agranulocytosis, hypogamma-globulinemia, 
malignant disease and Cushing’s syndrome. Also, 
certain forms of treatment such as surgical 
measures, use of steroids and nitrogen mustard, 
roentgen therapy, and, of course, use of certain 
antibiotics may encourage invasion by staphy- 
lococci. 


VARIATIONS OF VIRULENCE 


Dowling has pointed out that we know how to 
roughly determine whether a strain is potentially 
pathogenic, how to identify individual strains 
and how to trace their spread from person to per- 
son. However, we do not know how to determine 
the invasiveness, pathogenicity or virulence of an 
individual strain, except from its retrospective 
clinical record. While there is some correlation of 
epidemicity with phage type, that is, if the same 
phages lyse the strains the latter may have had 
common origin, there have been many introduc- 
tions of virulent types, including 80/81, into 
hospitals without subsequent spread. Thus there 
is no direct relationship between the phage type 
of a staphylococcus and its virulence. Williams 
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(1958) has expressed the view that this incon- 
stancy likely reflects variations of virulence 
within the type, rather than failure of the strain 
to be dispersed. 


IN VITRO TESTS 


Horton and Knight (1955) have pointed out 
that strict adherence to in vitro tests of bacterial 
sensitivity to antibiotics may exaggerate the ac- 
curacy of the procedure as it applies to clinical 
usage. These tests are inadequate in fully char- 
acterizing the antimicrobial potential of a given 
antibiotic, and while one agent may appear to be 
preferred on the basis of in vitro studies the 
clinician may know empirically that another is 
preferable. 


WITHDRAWAL OF ANTIBIOTICS 


Since widespread use of a new antibiotic can 
lead to rapid appearance of staphylococci re- 
sistant to its action, it has been suggested that 
one or more effective antibiotics be withdrawn 
from general use and used only when more serious 
infections due to staphylococci resistant to other 
antibiotics are encountered. However, as Smith 
(1958) has pointed out, complete withdrawal of 
an agent from use results in a very slow decline in 
numbers of organisms resistant to it, and even 
more than a year later a fair number of resistant 
staphylococci can be encountered. More dis- 
criminate use of the agents appears preferable 
to such measures as total banning of the use of 
some antibiotics. The newly introduced, more 
toxic agents which can be given only intrave- 
nously will not be used frequently, and hence one 
or more probably will remain effective against 
most of the serious staphylococcal infections in 
hospitalized patients. 


THERAPEUTIC MANAGEMENT WITH ANTIBIOTICS 


Some of the foregoing considerations may ex- 
plain the genesis and vagaries of the staphylococ- 
cal infection but they do not lessen the burden of 


therapeutic management. When infection occurs 
clinically, it must be treated. Therefore the defini- 
tive treatment of staphylococcal infections with 
antibacterial agents is a subject about which one 
needs current knowledge. Such knowledge may 
be difficult to obtain by the practitioner because 
of the multiple proprietary names and vigorous 
sales campaigns given the available agents. In the 
maze of claims and counterclaims it is not easy to 
know what drug and what method of administra- 
tion are really best in the treatment of a particu- 
lar infection. 

One system of management of staphylococcal 
infections with antibiotics is as follows: If staphy- 
lococci are sensitive to penicillin, it remains the 
drug of choice; in mild infections, orally ad- 
ministered penicillin V has been successful. 
Erythromycin is used if the organism is sensitive 
to it and resistant to penicillin, or if the patient is 
allergic to penicillin. If the staphylococcus resists 
erythromycin, triacetyloleandomycin may be 
used, since there is a good chance that erythro- 
mycin-resistant organisms will be sensitive to it, 
thus holding novobiocin in reserve. 

If penicillin, erythromycin, triacetyloleando- 
mycin and novobiocin cannot be used, agents of 
less applicability must be used. The physician 
hesitates to use tetracyclines because of the su- 
perimposed infections with resistant organisms 
that may ensue. The ability of chloramphenicol 
to depress the bone marrow militates against its 
common use in staphylococcal infections. 

Such nephrotoxic agents as bacitracin and 
neomycin can be given in only limited amounts 
for minimal periods, but may have value in com- 
bination with other agents such as the bacterio- 
static erythromycin, triacetyloleandomycin, no- 
vobiocin and chloramphenicol in an attempt to 
gain a bactericidal effect. Ristocetin has value 
but the need to give it intravenously and its toxic 
effects including depression of the bone marrow 
limit its use. 

Kanamycin and vancomycin are antistaphy- 
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lococcal weapons of considerable merit, but they, 
too, have toxic potentialities and require paren- 
teral administration for systemic effect. Staphy- 
lococci rapidly develop resistance to streptomy- 
cin; polymyxin B, the sulfonamides and furadan- 
tin have little or no application in the treatment 
of serious staphylococcal infections. A newer 
nitrofuran, furaltadone (Altafur®), appears to 
have a bactericidal effect on staphylococci, and 
may have a definite place in the therapeutic 
armamentarium. 

More desirable results in the management of 
staphylococcal infections have followed a return 
to the principles of asepsis, isolation of infected 


patients, elimination of carriers of staphylococci 
and attention to routine “housekeeping” meas- 
ures in institutions. The problem of antibiotic- 
resistance has been limited almost entirely to 
hospital populations, and bacteria resistant to 
multiple antibiotics are not ordinarily seen in 
other patients. 

A sufficient number of effective antibacterials 
remains available for the treatment of serious 
staphylococcal infections, if the physician is 
familiar with their proper application. 


Acoupon for ordering an extensive bibliography accompany- 
ing this article may be found adjacent to the Index to Advertisers. 


Overweight in Pregnancy 


THAT OVERWEIGHT in pregnancy increases the 
incidence of complications in the pregnancy and 
delivery is well appreciated. It is also the begin- 
ning of difficulties in weight control in later life 
for a significant number of females. Mullins re- 
ports a series of 300 obese parous women in a 
medical outpatient department with 226 (72 
per cent) stating that their obesity dated from 
pregnancy. In 25 multiparous patients a low- 
carbohydrate diet and medical supervision was 
successful in maintaining an over-all weight gain 
of an average of 18 lb. compared to an average of 
between 49-59 Ib. in their previous pregnancies 
when they were either unsupervised or simply 
given cursory instruction. The author considers 
close supervision of weight in pregnancy im- 
portant not only for the outcome of the preg- 
nancy, but also for the future health of the pa- 
tient. (Lancet, 1:146, 1960.) 
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The Skin Coloring Agent 
Dihydroxyacetone 


LEON GOLDMAN, M.D., 
JOEL BARKOFF, M.D., 
DONALD BLANEY, M.D., 
TAKASHI NAKAI, M.D. AND 


RAYMOND SUSKIND, m.p. 


Department of Dermatology 
College of Medicine, University of Cincinnati 
Cincinnati, Ohio 


Although dihydroxyacetone used locally 

as a skin coloring agent is in itself 
apparently nontoxic, other agents combined 
with it may cause eczematous dermatitis. 
Dihydroxyacetone is a physiologic product 

of the body. The mechanism by which it colors 
the skin and hair is at present unknown. 

It is important to emphasize to patients 

that the dihydroxyacetone color complex 

does not in itself protect against sunburn. 


A POPULAR FEATURE on the current cosmetic 
scene is the extensive use and perhaps, in some 
instances, abuse of a new type of preparation pro- 
ducing coloring of the skin. This new preparation 
contains dihydroxyacetone and has been com- 
bined with various vehicles, and recently with 
sun protectants. There are some 12 cosmetic 
preparations now available. Eventually, creams 
and aerosol types also will be available. 
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Method of Study 


Eight months ago we established a cooperative 
research group to study these new materials. We 
developed this study program through the facili- 
ties of clinical investigative studies and labora- 
tory work at both the USPHS and the Kettering 
Laboratory, Cincinnati. Our preliminary basic 
investigative studies with dihydroxyacetone and 
other colorants have been reported. 

Early in our studies, before information was 
available, infrared and ultraviolet spectroscopy 
studies demonstrated the presence of dihydroxy- 
acetone in available cosmetic material. Now, it is 
advertised that dihydroxyacetone is the active 
agent. Other substances which may be incorpor- 
ated in these preparations are perfumes, vita- 
mins, alcohol, polyethylene glycols, sun screens, 
and perhaps additional compounds as well. 


Dihydroxyacetone 
Dihydroxyacetone, a white crystalline powder 
with a fruity odor and sweetish taste, is hygro- 
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scopic and nontoxic. It is a sugar more rapidly 
metabolized than glucose. It is a physiologic 
product of the body, formed and utilized in the 
Emden-Meyerhof-Krebs cycle. Originally, this 
compound was used medically for treating dia- 
betic coma, cyanide poison and as a respiratory 
stimulant. 


GLYCOGEN STORAGE DISEASE 


It was also used for testing children with glyco- 
gen storage disease. Some extensive studies in 
glycogen storage disease have been done in Dr. 
George Guest’s research division laboratory at 
Children’s Hospital, Cincinnati. Over three years 
ago Eva Wittgenstein, noted that children given 
dihydroxyacetone orally disliked the intense sweet 
taste of this material and would spit it up all over 
their clothes and skin. It did not stain the clothes, 
but caused brown spots on the skin. Wittgenstein, 
with solutions of the dihydroxyacetone, repro- 
duced the dark color on her own skin. Dihydroxy- 
acetone in oral dosages of 1 Gm. per kilogram 
produced a rapid rise in blood sugar in normal 
children, but in glycogen storage disease there 
was no rise following the ingestion. Recently, 
however, Wittgenstein has shown that the inges- 
tion of dihydroxyacetone, curiously, can cause 
hypoglycemia in the adult. It is evident that the 
complete metabolism of dihydroxyacetone itself, 
or its easily formed polymers is not now under- 
stood. We are doing studies now with massive 
oral dosages in animals for visceral toxicity and 
possible cataract formation. Chemical analyses 
of dihydroxyacetone may be determined by col- 
orimetric, chromatographic and infrared and ul- 
traviolet spectroscopy studies. 


CUTANEOUS REACTIONS 


Ten cases of eezematous dermatitis from use of 
commercial preparations containing dihydroxy- 
acetone have been reported to us from other der- 
matologists. In these cases, we do not know if the 
contactant responsible for development of this 


G P September 1960 


dermatitis is dihydroxyacetone itself, its poly- 
mers, or the perfumes or other vehicles. In our 
studies we tested the skin of four volunteers (two 
were physicians with a history of multiple reac- 
tions from various eczematogenic materials). We 
painted their skins with a commercial prepara- 
tion for four weeks and later applied a 9 per cent 
aqueous solution of dihydroxyacetone. We were 
unable to produce any dermatitis over a period of 
months. 


COLOR FORMATION 


The actual mechanism of color formation is 
another feature of dihydroxyacetone’s action on 
the skin which is even less understood. Our studies 
show that this color is localized superficially in 
keratin. Before the color is visible, it may be de- 
tected under examination with a Wood’s filter. 
Originally it was supposed that this color was the 
result of a reaction between sugar and keratinous 
proteins, especially the amino acids. At North- 
western, in 1957, Dreizen, Gilley, Mosny and 
Spies showed that various aldehyde sugars, in- 
cluding dihydroxyacetone, in contact with cari- 
ous teeth, produced a brown soluble pigment 
which they called melanoidin. However, this pig- 
ment was not identified. Recently, Wiggenstein 
and Berry have shown the importance of the 
amino acids arginine and glycine in the develop- 
ment of the dihydroxyacetone color complex. In 
addition to color produced on dried bits of cal- 
losities (animal skin) we have produced color in 
filter paper and porcelain dishes exposed to air. 
These were all done with the powder alone. In 
oxygen, the powder does not become colored. So, 
we do not know whether the color is an actual 
polymer of the dihydroxyacetone itself or a re- 
action with other materials. In our experience, 
formaldehyde neither inhibited color formation 
on the skin nor bleached color previously formed 
by dihydroxyacetone unless the formaldehyde 
was applied to the skin for five to ten minutes 
before the dihydroxyacetone. Bleaches remove 
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the color. Detailed studies on pigment formation 
with various histochemical studies are being done 
by Wittgenstein and also by us. From our pre- 
liminary analyses using infrared absorption meth- 
ods, it now appears that no quinones are formed 
by dihydroxyacetone when it becomes colored. 
This color may come on more rapidly if more 
concentrated solutions of dihydroxyacetone (10 
to 20 per cent or even 90 per cent) are used and if 
ointment bases are used instead of liquid ve- 
hicles. Usually, alcohol vehicles color more rap- 
idly. Individuals vary in their ability to color 
(one subject developed color in only 20 minutes) 
and also in their ability to retain this color. An 
oily skin develops color more slowly. Hyper- 
keratolic skin becomes deeply colored and warty 
growths may retain color for prolonged periods. 
We have found that the produced color is not a 
protection against sunlight or various types of 
ultraviolet irradiation. It is important to warn 
patients about this. Colored skin also shows some 
pigment, but this is less evident. The hair may 
be colored, but not the mucous membranes. (We 
are doing studies now on pathologic skin and 
have observed the local effects of topical di- 


hydroxyacetone in more than 100 patients with © 


various skin disorders. These are being reported 
for the dermatologist.) Color may also be pro- 
duced with the skin covered. Intradermal injec- 
tion of a commercial preparation in one patient 
and in animal skin did not produce pigment. The 
intensity of color produced is limited. Beyond a 
certain saturation point, no increase of pigment 
of the skin or hair may be accomplished with the 
dihydroxyacetone itself. The color does not cover 
sears well. After using dihydroxyacetone the 
comedone areas of pilosebaceous areas and ver- 
rucous areas stand out prominently. Repeated 
applications caused some dryness and scaling of 
the skin. In some individuals who have used the 
cosmetic preparations for some time we have 
observed brownish discoloration of shirt collars 
and cuffs. 


LEON GOLDMAN, M.D. was graduated from the University of Cincinnati 
College of Medicine and took his internship and residencies at Cincinnatj 
General Hospital. A member of the American Academy of Dermatology and 
Syphilology, Dr. Goldman is professor of dermatology at his alma mater and 
director of dermatology at General Hospital and Children’s Hospital. The 
board-certified physician, who is a member of GP’s Editorial Advisory Board, 
is also attending dermatologist at Cincinnati’s Daniel Drake Hospital. Dr. 
Goldman is a member of the American Association of the History of Medicine 
and the American Association for Advancement of Science. 


Comments 


It is presumed that dihydroxyacetone itself 
applied to the skin is not toxic. We are now 
studying use of this compound over large areas 
of the skin in diabetics. It is evident that 
cosmetic preparations may cause eczematous 
dermatitis. We have no information regarding 
visceral toxicity of these preparations with con- 
tinued long use over large areas of the body. The 
dihydroxyacetone phase is held superficially in 
keratin. However, the vehicle may be absorbed. 

Because of the popularity of dihydroxyacetone 
as a skin colorant, many other substitute prep- 
arations, such as glyoxal, O=CH—CH =O, have 
been studied. Glyoxal, often used as a substitute 
for formaldehyde, is a strong sensitizing and irri- 
tant material and should not be used in any cos- 
metics. Alcoholic extracts of black walnut have 
also been used to produce color. These are tan- 
nins. We have used combinations of black walnut 
extract and dihydroxyacetone. 

From a dermatologic aspect, we have used di- 
hydroxyacetone in a 10- and 90-per cent aqueous 
solution or ointment to cover, in part, whitish 
areas or vitiligo of the skin, both in white and 
colored patients. Due to the difficulty of blending 
these areas with the color of surrounding skin, the 
covering is not too successful. By diffusion, a pe- 
ripheral halo of hyperpigmentation of the adja- 
cent skin is formed also. At present, to the derma- 
tologist, dihydroxyacetone is of more interest as 
an investigative material than a topical agent for 
routine clinical practice. We are studying various 
physical and chemical methods to intensify the 
color produced. From our investigative studies 
at present, the use of dihydroxyacetone as a 
colorant for hair is inadequate. Perhaps the 
analogues developed later or other adjuvants 
added may develop more intense coloring. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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Surgical Treatment 


for Peripheral Arterial Disease 


W. ANDREW DALE, ™_p. 


Nashville, Tennessee 


Surgical therapy for peripheral arterial 
insufficiency must be individualized. 

Definitive outline of lesions by angiography 
should clearly indicate the most hopeful form 
of therapy. Analysis of results of newly 
available procedures now allows rational choice 
of thromboendarterectomy, shunt grafting, 
sympathectomy, amputation or nonoperative 
management. 


THE AVAILABILITY of new diagnostic techniques 
and therapeutic measures to relieve peripheral 
vascular insufficiency due to arterial disease has 
stimulated widespread interest in such problems, 
not only among physicians and surgeons but also 
in the layman who increasingly presents his de- 
compensated peripheral circulation for evalua- 
tion and treatment. Indeed, recent progress in 
the surgical management of peripheral arterial 
insufficiency has occurred as a veritable cascade 
of new developments which have tumbled along 
in such rapid fashion that indications have not 
been clarified and end results not yet clearly 
evaluated. Further exploitation of previous ex- 
perimental and clinical advances .now appears to 
involve critical selection of therapy rather than 
mass application of whichever of the various tech- 
niques happen to be currently new and popular. 

The sometimes misplaced use of these new sur- 
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gical procedures has led to increasing dissatisfac- 
tion in some quarters and even to a feeling of dis- 
illusion regarding surgical results in the treat- 
ment of peripheral arterial disease. Indeed, the 
lack of immediately apparent bad consequences 
following failure of direct arterial surgery has 
undoubtedly led to considerable laxity in deter- 
mination of indications for the operation. This 
failure to limit operations to proper candidates 
coupled with attempts at performance by any- 
one obtaining the readily available synthetic 
tubes has led to results which have justifiably 
caused discouragement to the referring physician. 

This overswing of the pendulum is characteris- 
tic of progress. It appears time now, however, for 
more thoughtful evaluation of indications, ad- 
vantages and dangers in order to guide the indi- 
vidual patient to the best available management 
of his problem. 


Diagnostic Methods 

It is recognized that simple historic and exam- 
ination methods permit a fairly accurate estimate 
of the peripheral vascular situation. The history 
of pain upon exercise, often combined with pe- 
ripheral coldness and color changes, suggests to 
the layman as well as the physician that the ex- 
tremity lacks sufficient blood for its use during 
exercise, and at a more advanced state, for nutri- 
tion at rest. Examination of the pulses with ele- 
vation and exercise of the extremities to bring 
out skin color changes constitute simple office 
procedures which usually allow a fairly accurate 
estimate of the site and extent of peripheral 
arterial disease (Figure 1). 

Occlusion of the main leg vessel usually occurs 
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for Peripheral Arterial Disease 


FIGURE 1. Elevation and exercise of the feet causes skin 
pallor within two to three minutes if the peripheral arterial 
circulation is deficient. 
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segmentally and is most often located in the dis- 
tal superficial femoral artery at and proximal to 
the adductor magnus tendon in Hunter’s canal. 
Mavor’s study of 149 consecutive cases of athero- 
matous thrombosis of the leg showed 85 per cent 
to be located in the femoral artery, and all but 
two of those were at the adductor magnus hiatus. 
Thrombosis of the external iliac and common 
femoral arteries is very unusual so that proximal 
blood flow is usually present. Aorto-iliae occlu- 
sion may compromise this. The distal vessels at 
the knee and below are quite often patent and 
thus offer hope for direct reparative surgery. 
Accompanying Atherosclerotic Lesions. The 
widespread segmental occurrence of other athero- 
sclerotic lesions is recognized but at times over- 
looked in evaluating a patient. Figure 2 illustrates 
some of the likely points for occlusions. Attention 
to the legs alone without evaluating other por- 
tions of the arterial system may lead either to 
poorly conceived therapeutic measures or actually 
to disastrous over-all results. Repair of the arte- 
rially insufficient leg in the face of severe coronary 
insufficiency may lead to postoperative over- 
exertion and cardiac catastrophe. Primary opera- 
tion upon occlusion of the distal aorta and iliac 
arteries while overlooking cerebral ischemia due 
to extracranial arterial occlusion may result in an 
early cerebral vascular accident even though the 
direct aorta or iliac surgery was itself successful. 
Claudication of the calf due to atherosclerotic 
occlusion of the superficial femoral artery de- 
creases function and prevents walking long dis- 
tances. However, it does not threaten life as does 
a concomitant aneurysm of the aorta. Thera- 
peutic emphasis should be properly placed. 
CASE REPORT 1. A 64-year-old male with 
moderate left calf claudication and foot coldness 
had an asymptomatic abdominal aortic aneu- 
rysm. This was resected and replaced with a 
synthetic graft. After 14 months the previously 
nonprogressive leg symptoms changed to severe 
claudication with threatened toe gangrene. The 
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peripheral circulation was restored by thrombo- 
endarterectomy plus vein graft. 

Comment. The constantly threatening aortic 
aneurysm was removed rather than initially 
operating upon the leg vessels which at the time 
diminished function only. Combined operation 
upon both was judged too much for the patient 
at a single stage. 

Minimal diagnostic measures to scout for 
lesions in other parts of the body are summarized 
in Table 1. These examinations should include 
palpation of axillary, brachial and radial vessels 
in the arms and the carotid vessels in the neck 
with oscillometric check upon the arms in the 
event of any discrepancy. Palpation for thrills 
and auscultation for murmurs over the root of 
neck and carotid regions may bring to light un- 
suspected lesions since surveys disclose an un- 
suspectedly high incidence of disease there. A 
base line electrocardiogram is indicated in the 
original study of each of these patients and in the 
event that this is not remarkable a Master’s step 
test is done to bring out possible coronary insuf- 
ficiency. The fasting level of serum cholesterol 
should be checked. (Its significance may not be 
clearly understood but common sense indicates 
that some measures to decrease this level are in 
order if it is greatly elevated.) The fasting blood 
sugar is ordinarily checked preoperatively and 
other measures for diabetic detection instituted 
in the event that any question arises. The other 
leg should be studied. In summary then, periph- 
eral arterial insufficiency of the leg must be clearly 
recognized as representing only one part of a dis- 
ease which commonly affects other areas as well. 
Therapeutic measures should be undertaken only 
against the background of the over-all picture of 
the vascular and other important functional 
systems. 


ANGIOGRAPHY 


While history and physical examination ordi- 
narily allow a fair estimate of the site and extent 
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FIGURE 2. Surgically operable sites of atherosclerotic occlu- 


of the occlusive process in the peripheral artery, 
angiograms furnish the road map to successful 
management. Femoral arteriography is a pro- 
cedure which can be conducted simply and with 
little difficulty and is imperative to proper treat- 
ment of arterial disease in the leg. 

Accurate angiograms to delineate the site and 
extent of obstruction as well as the peripheral 
reconstitution and vascular runoff constitute the 
factor having the greatest direct effect upon 
therapeutic decisions. The importance of accu- 
rate arteriograms is thus emphasized. Omissions 
of these for the sake of time or convenience may 
lead to incorrect surgical therapy or to destruc- 
tive amputation where salvage is possible. Care- 
ful preoperative angiographic evaluation com- 
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bined with other general considerations pays such 
large dividends in terms of extremity and func- 
tion salvage and avoidance of needless operation, 
that time and effort expended toward these x-rays 
are well worthwhile. Attempts to save a little 


TABLE 1. 


tempts. 


time or inconvenience by performing angiography 
at the time of operation tend to lead to hurried 
decisions and to poorly conceived operative at- 


Recently an attempt has been made in some 


Common Historic Evidences and Physical Signs of Atherosclerotic Arterial Occlusion 
with Special Confirmatory Tests and Preferred Methods of Angiography. 


Site History Examination Special Tests Preferred Angiography 
Brain: 1. “stroke” 1. carotid pulses ophthalmody- carotid and/or vertebral 
intracranial and 2. dizzy or unconscious 2. bruit or thrill in namometry arteriography 
extracranial 3. visual symptoms neck 
(carotids and 4. buzzing sound 
vertebral) 
Aortic Arch Vessels: 1. absent “‘pulse’”’ 1. upper extremity and intravenous aortography 
2. arm claudication neck pulses 
3. cerebral symptoms 2. oscillometry 
Arms: 1. absent “pulse” 1. arm pulses subclavian or brachial 
2. forearm claudication 2. oscillometry arteriography 
3. hand pallor after 
elevation-exercise 
Heart: 1. angina EKG retrograde catheter 
2. myocardial infarction Master’s test 
3. congestive failure 
Aorta: 1. “pulse in belly” 1. palpable aneurysm chest film intravenous aortography 
2. abdominal mass 2. aortic and femoral KUB and or low lumbar 
8. buttock, thigh or leg pulses lateral aortography 
claudication films 
4. sexual impotence in male 
Mesenteric: 1. recurrent pain or indi- retrograde (femoral) 
gestion catheter or high lumbar 
aortography 
Renal: 1. hypertension 1. hypertension NPN retrograde (femoral) 
catheter or suprarenal 
lumbar aortography 
Legs: . claudication or rest pain 1. pulses femoral arteriography 
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. foot pallor or coldness 
. distal gangrene 


2. oscillometry 

3. pallor after eleva- 
tion-exercise 

4. palpable aneurysm 
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Femoral Needle 


Femoral Catheter 


Intravenous Angiography 


FIGURE 8. Methods of peripheral angiography. The proper 
method should be suited to the individual patient as discussed 
in the text. 


quarters to avoid preoperative arteriograms by 
performing an operative popliteal angiogram in 
the operating room with the patient prepared for 
any procedure from sympathectomy to grafting. 
This avoids only a little time and effort and has 
definite disadvantages: (1) Popliteal arteriogra- 
phy only maps the distal circulation. While it 
furnishes accurate knowledge of that, it does not 
give information about involvement in the super- 
ficial femoral artery and thus does not allow one 
to choose between thromboendarterectomy for 
short segmental lesions and by-pass shunt grafts 
for longer occlusive lesions. Either procedure 
must therefore be chosen blindly. (2) Informa- 
tion obtained from preoperative arteriograms 
often influences the preparation and draping of 
the patient’s extremity and also the position 
of the incision to expose the popliteal artery. It 
is quite possible to expose the distal popliteal 
artery through a medial proximal calf incision but 
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this exposure is considerably more circumscribed 
and difficult to use than is a posterior approach 
through the split calf muscles. (3) Operative 
arteriography does not allow for a contralateral 
study to determine the status of the other ex- 
tremity and whether concomitant or following 
operation is needed. (4) It is desirable to have 
sufficient time to study the arteriograms and con- 
sider various possibilities to enable operative or 
nonoperative therapy to be best fitted to the in- 
dividual patient’s needs. The necessity to make 
a fairly rapid decision following operative arterio- 
grams tends to commit the patient to some form 
of operation when actually a period of observa- 
tion for vascular deterioration or stability may 
be a more proper course. 

Recently Dr. Stanley Rogoff analyzed approxi- 
mately 500 femoral arteriograms made by several 
vascular surgeons, including myself, between 
1953 and 1958 in Rochester, N.Y. Approximate- 
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FIGURE 4. Percutaneous femoral catheter aortogram showing 
details of thoracic aorta and great vessels of neck. (Exami- 
nation by Dr. John Foster.) 
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ly 40 per cent were performed with 70 per cent 
sodium acetrizoate (Urokon®) while the more 
recent 60 per cent were made with 50 per cent 
diatrizoate sodium with diatrizoate methyl- 
glucamine (Hypaque®). No major leg compli- 
cations occurred in that series although there 
were numerous instances of local extravasation of 
the dye at the site of needle injection by the 
percutaneous technique into the common femo- 
ral artery. The only difficulty seen since then 
has been a single case of temporary vascular col- 
lapse following extravasation of dye in the femo- 
ral region. Based on this experience properly per- 
formed femoral arteriography is considered to be a 
relatively safe procedure. It has not led to postin- 
jection thrombosis as was feared earlier by some. 


FOUR METHODS OF FEMORAL ARTERIOGRAPHY 


Percutaneous Injection. While there are a num- 
ber of methods of placing dye within the arterial 
system of the legs (Figure 3) the simplest and 
safest appears to be injection into the femoral 
artery percutaneously (Figures 6 and 7). Follow- 
ing barbiturate and meperidine (Demerol®) seda- 
tion and local infiltration anesthesia, a number 18 


’ needle is passed through the skin into the femoral 


artery and the stylet removed. Two serial films 
are exposed as quickly as they can be changed 
after rapid injection of 20 cc. of 50 per cent 
Hypaque. This examination causes a burning 
pain to shoot down the leg for ten to 15 seconds 
but has not resulted in any serious sequelae. The 
needle is left in place while the films are examined 


W. ANDREW DALE, .D. is assistant professor of clinical surgery, Vander- 
bilt University, Nashville, Tenn. A diplomate of both the American Board 
of Surgery and the Board of Thoracic Surgery, Dr. Dale is also a fellow of 
the American College of Surgeons and the American College of Angiology. 
A Vanderbilt graduate who took his internships and surgical residencies at 
Strong Memorial Hospital, Rochester, N.Y., Dr. Dale has been assistant 
professor of surgery, Medical College of Alabama, and clinical assistant 
professor of surgery and director, Surgical Experimental Laboratory, Univer- 
sity of Rochester. He is the author of 45 scientific articles. 
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and another injection, if needed, is made through 
the same needle. 

Injection Above Bifurcation. A second method 
of femoral arteriography consists in the passage 
of a catheter (Figure 4) up to the bifurcation of 
the aorta either by percutaneous injection 
through a needle or by passage through a small 
arteriotomy made under local anesthesia. This 
injection above the bifurcation of the aorta per- 
mits a simultaneous examination of both sides. 
It is somewhat more complicated and is less 
desirable than a percutaneous injection with 
examination of one side followed immediately 
thereafter by similar examination of the other 
side by another percutaneous injection. 

Steinberg’s Intravenous Injection. A third 
method of peripheral angiography consists of 
intravenous injection by the method of Steinberg 
of larger amounts of radiopaque material (100 ec. 
of 90 per cent Hypaque) so that a large bolus of 
this reaches the heart and passes into the arterial 
circulation without undue scatter (Figure 5). By 
means of a Decholin circulation time it can be 
determined at what time a film should be made 
of the thoracic, abdominal or peripheral arteries 
and whether single or multiple exposure films 
should be made. Experience with this indicates 
that it is considerably easier to use for the aortic 
arch and thoracic aorta than to arrive at the 
correct timing for the abdominal aorta and 
peripheral vessels. Furthermore, despite careful 
instruction to the patient that he should not per- 
form a Valsalva maneuver during the time of in- 
jection this may occur and prevent most of the 
dye from entering the thoracic vessels so that 
diagnostic films are not achieved. It is therefore a 
poorer choice for peripheral angiography. 

Injection into the Aorta. Finally, it is possible to 
inject into the aorta via a lumbar approach to 
obtain films not only of the abdominal aorta but 
also of the peripheral vessels. This form of lumbar 
aortogram has achieved some notoriety by virtue 
of certain complications which appear to be those 
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FIGURE 5. Intravenous aortogram made by injection of 50 cc. 
of 90 per cent Hypaque simultaneously into both antecubital 
veins. 
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of the dye used as much as of the method. 
It is recognized that intramural injections and 
extravasations will probably continue to occur 
and it is thought that this examination should 
be limited to isolated individual cases where no 
other method appears to fulfill the need properly. 


The Choice of Therapy 


A multitude of individual factors such as the 
patient’s general condition, presence or absence 
of atherosclerotic lesions elsewhere and the indi- 
vidual surgeon’s experience and background are 
of unquestioned importance in determining the 
proper management of the extremity with periph- 
eral vascular insufficiency. Direct surgical meas- 
ures as well as sympathectomy and even am- 
putation must be considered (Table 2). Certain 
points are worthy of detailed discussion. 


PRELIMINARY SYMPATHECTOMY 


There seems little doubt that if a strong flow of 
blood can be returned to the vascularly insuffi- 
cient extremity by thromboendarterectomy or 
grafting this is greatly preferable to any indirect 
method (such as sympathectomy) to increase 
collateral circulation. Patients with symptomatic 
arterial occlusion and with adequately reconsti- 
tuted distal vessels therefore become immediate 
candidates for direct arterial reconstruction 
rather than for management by sympathectomy. 


TABLE 2. 


Surgery for Peripheral Arterial Occlusion 


1. Direct arterial: (a) thromboendarterectomy 

(b) shunt graft 

(a) lumbar sympathectomy 

(b) peripheral nerve section 

(a) minor—toes and metatarsals 
(b) major—foot, calf, thigh 


2. Indirect arterial: 


3. Amputation: 
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The view that sympathectomy should be tried 
prior to direct arterial surgery is not favored as 
long as the planned direct surgery will not par- 
ticularly endanger the extremity should it fail 
and as long as sympathectomy per se does not 
add to the good result of either thromboendarter- 
ectomy or grafting. Even complete failure of 
thromboendarterectomy or grafting does not 
ordinarily do more than result in a wasted opera- 
tion, so it is difficult to justify preliminary sympa- 
thectomy on that basis. This leads to the concept 
that sympathectomy should be reserved for indi- 
cations consisting of either failure of direct 
arterial surgery or contraindications to such 
surgery. Preliminary lumbar sympathectomy is 
therefore ordinarily not done. However, because 
of the difficulty of secondary operation, sympa- 
thectomy should be done with aortic resection 
when that is necessary. 


LARGE VERSUS SMALL ARTERY OCCLUSION 


Any form of direct surgery is more successful in 
large than small arteries not only because of the 
greater technical ease in handling larger struc- 
tures but also because of the greater likelihood 


’ that even a small thrombus will cause failure in a 


small vessel. Despite hopes that several technical 
details as well as postoperative medications (such 
as anticoagulants and fibrinolysin) would be help- 
ful in maintaining small artery patency following 
direct surgery, it still appears that the most 
important factor for any given procedure is an 
exact and refined atraumatic vascular technique. 
Many errors in handling the tissue which would 
be tolerated by larger vessels will lead to failure 
in small arterial surgery. 

It is well recognized that atherosclerotic occlu- 
sive disease of the aorto-iliac arterial system of 
the pelvis may cause major leg symptoms or even 
gangrene. It is less well recognized that there may 
be a high degree of stenosis or even complete 
occlusion of the distal aorta or proximal common 
iliac arteries in the presence of fairly good femo- 
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ral and more distal pulses. Extensive collaterali- 
zation about a short arterial block has resulted 
in good pulses in more than one instance and 
may cause the physician to overlook the proximal 
arterial occlusion. A high index of suspicion 
should therefore be cultivated toward the aorto- 
iliac arterial system in any situation where the 
femoral pulses are anything less than bounding 
or where the peripheral symptoms are not ra- 
tionally and fully explained by demonstrable 
occlusions in the femoro-popliteal system. 

CASE REPORT 2. A 36-year-old white diabetic 
female was studied because of painful bluish right 
toes. Femoral arteriogram showed normal thigh 
and upper leg vessels. Lumbar sympathectomy 
was done with improvement in pain and in skin 
color. Ten months later the symptoms were worse 
and the toes pregangrenous. New femoral arterio- 
grams were negative but it was realized that the 
femoral pulses could no longer be classed as nor- 
mal 4 plus. Lumbar aortogram showed aortic 
occlusion and a 14 in. aortic thromboendarterec- 
tomy was performed with immediate relief of 
peripheral symptoms. 

Comment. The correctable symptomatic lesion 

of the distal aorta was initially overlooked be- 
cause of the bounding femoral pulses. Later, as 
these diminished the true situation was recog- 
nized. 
Short aorto-iliac occlusions can be managed by 
direct thromboendarterectomy either through a 
lateral arteriotomy or by complete transection 
with coring out of the diseased intima and final 
anastomosis of the endarterectomized vessels. 
Rather than perform a long thromboendarterec- 
tomy it is ordinarily preferable to place a by-pass 
shunt of Teflon as an “onlay” graft without 
resecting the offending segment of host vessel. 

Since the management of aorto-iliac occlusions 
is incomparably easier surgically than treatment 
of femoro-popliteal blocks, the following discus- 
sion applies in general to vessels below the in- 
guinal ligaments. 
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FIGURE 6. Arteriograms illustrating autogenous vein graft 
by-passing atherosclerotic occlusion of distal superficial femo- 
ral artery. On the left is preoperative study and on right a study 
13 months after operation showing patent vein graft. 
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FIGURE 7. Femoral arteriograms preoperatively (left), on the 
eleventh day after by-passing with autogenous vein (center) 
and six months postoperatively (right) showing progression of 
distal atherosclerotic occlusion but maintenance, patency of 
vein graft. 
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THROMBOENDARTERECTOMY AND BY-PASS 
SHUNT GRAFTING 


The recent history of direct peripheral arterial 
surgery shows a wave of enthusiasm for thrombo- 
endarterectomy followed by a swing toward 
homologous arterial grafts as artery banks were 
developed in large vascular centers and then a 
rapid trend toward synthetic tube prostheses as 
these became available in various forms. It was 
recognized that arterial homografts were degen- 
erating in a significantly high percentage of 
causes. Long-term results with synthetic tubes 
have not been good, therefore thromboendarter- 
ectomy, particularly the use of a closed technique 
conducted through separated arteriotomies, has 
been receiving more favor than previously. 

The use of autogenous vein grafts to by-pass 
peripheral arterial occlusion has never been very 
popular. This technique is almost unknown in 
some quarters. Alexis Carrel investigated these 
grafts in animals just after the turn of the 
century. Successful autogenous vein grafts were 
placed in humans in occasional cases from that 
time. As postwar interest in peripheral vascular 
surgery has increased there has developed a 
widely held opinion that veins become aneurys- 
mal when placed into the arterial circulation. The 
actual reason for this belief is somewhat difficult 
to trace but no doubt stems from reports of 
aneurysmal dilatation of heterologous venous 
transplants in animals and of similar aneurysms 
which developed in autogenous segments of vena 
cava transplanted into the aorta of pigs. So far 
as can be determined from my personal experi- 
ence, from the literature and from correspond- 
ence with experimental investigators, this did not 
occur in dogs with the exception of a single report 
where dilatation without rupture occurred. Only 
two cases of human aneurysmal dilatation of the 
veins have been found in the English literature. 
Autogenous venous grafts dilate uniformly during 
the first year but thereafter do not show any evi- 
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dence of further dilatation nor of aneurysm 
formation (Figure 6). Aneurysmal dilatation is 
fairly common in homologous arterial grafts 
placed into the lower extremities. This occurred 
in one of my patients in a crimped nylon graft 
where the fibers gave way at the end of 17 months 
time. 

Advantages of autogenous venous transplants 
are summarized in Table 3. These include con- 
tinued patency, once a successful graft has been 
placed, with little likelihood of late thrombosis 
due to the graft itself (Figures 6 and 7). If infec- 
tion occurs in the wounds associated with the 
grafting procedure, there is every likelihood that 
the graft will remain patent and not bleed if the 
infection is promptly and properly drained. This 
is the direct opposite of what usually occurs with 
both homografts and synthetic tubes. Presently, 
the chief disadvantage of autogenous venous 
grafting appears to be general unfamiliarity with 
them and the somewhat more difficult operative 
technique if success is to be obtained (Figure 8). 
Experimental evidence as well as clinical cases 
since May, 1957, has resulted in personal prefer- 
ence for autogenous veins as a by-passing graft 
material in the periphery (although synthetic 
tubes are still preferred for use in the aorta and 
iliac arterial systems). Figure 9 expands the series 
previously reported and indicates time to last 
actual examination. Some patients have reported 
their progress by phone or letter. Therefore, they 
have been well for longer periods of time than 
shown in Figure 9. Most of the immediate failures 
were early in the series. Patients with unsatis- 
factory veins have had synthetic nylon or Teflon 
grafts placed. 

This good experience with autogenous vein 
grafts for by-passing requires that a decision be 
made between vein grafting and thromboen- 
darterectomy when direct arterial surgery is 
contemplated for peripheral arterial occlusion. It 
is recognized that longer follow-ups will be 
necessary to assay properly the late results of all 
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FIGURE 8 a. Diagrams showing details of end-to-side anas- 
tomosis. 


FIGURE 8 b. Completed autogenous vein graft anastomosed 
end-to-side to common femoral artery. 
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Surgical Treatment 


for Peripheral Arterial Disease 

TABLE 3. 

Summary of Characteristics of 

Graft Materials 
Homologous Synthetic Autogenous 
Artery Tube Vein 


Availability poor 
Technique easy easy difficult 
Early patency good good good 
Late patency decreases 
Degeneration yes 


Viability no no yes 
Resistance to 

infection poor encourages good 
Graft bleeding no some no 
Antigenicity rare no no 
Pulse good good good 
Bending ? bad spirals 
Reported 

experience many recent many recent few, longer 
Individual 

experience ? ? ? 
TABLE 4. 


Current Preferences 


in Direct Arterial Surgery 

Large Vessels (aorta, iliac) 

Short block thromboendarterectomy 

Longer replacement synthetic (Teflon) tube 

Small Vessels (femoro-popliteal, brachial, carotid) 

Short block thromboendarterectomy or shunt 
graft 

Long block by-pass shunt graft 


autogenous vein (best) 
synthetic Teflon tube (next) 
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these direct operations. At present, despite the 
reported success of some surgeons with long 
thromboendarterectomies in the femoro-popliteal 


- arterial system, we prefer to use thromboen- 


darterectomy for lesions of limited extent. We 
believe that the risk of failure increases with the 
length of the thromboendarterectomy. Longer 
lesions are by-passed with autogenous vein grafts. 
Also it should be clearly recognized that in some 
situations it is necessary to combine thrombo- 
endarterectomy with by-pass vein grafting. Proxi- 
mal thromboendarterectomy with distal vein 
grafting is particularly appealing in some circum- 
stances whereas the reverse is believed consider- 
ably more risky because the distal vessel is 
smaller and also because the flow of blood tends 
to dissect up the intima and roll it into the 
vascular lumen. 

Table 4 indicates current preferences for arterial 
surgery. In summary the following preference in 
numerical order is advocated for peripheral 
(small vessel) occlusion: 

1. Thromboendarterectomy for short seg- 
mental occlusions and by-pass autogenous venous 


grafting for longer occlusions. 


2. Combination of the above with proximal 
thromboendarterectomy and distal vein graft. 

3. Synthetic woven Teflon tube if autogenous 
vein is for any reason not available, and the 
occluded segment is very long. (If autogenous 
vein is not available, considerable thought is 
given to thromboendarterectomy for any reason- 
able length segment to avoid the placement of a 
synthetic tube.) 

4. Homologous arterial grafts are no longer 
used. 


LONG VERSUS SHORT GRAFTS 


Frequent disaster following arterial resection 
and interposition grafting in the past led to de- 
velopment of the shunt by-pass graft technique 
where failure of the graft usually results in little 
immediate change in the extremity because the 
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FIGURE 9. Summary of 38 autogenous vein grafts for athero- 
sclerotic occlusion since May, 1957. Time indicated as to 
last actual examination. 
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remaining circulation has not been greatly dam- 
aged. The realization that short by-passes often 
failed because of progression of disease blocking 
one or both anastomoses soon thereafter led to 
the present method of long by-passes. 

Since the common femoral artery rarely be- 
comes blocked by atherosclerotic thrombosis, the 
proximal anastomosis is ordinarily made to it and 
the distal end of the graft joined to the popliteal 
artery. However, there are occasional distal le- 
sions where short by-passes may serve well and 
several have been done recently (Figure 10). 
These are reserved for distal occlusions of poplit- 
eal or smaller vessels where a very long vein graft 
would be needed to shunt from common femoral 
artery to the distal patent vessel. If the proximal 
arterial system is either (1) free of disease arterio- 
graphically and grossly or (2) can be handled 
otherwise (by thromboendarterectomy), a short 
shunt venous graft by-pass can be used at times. 
Use of autogenous vein rather than synthetic 
tubes permits this “short” variation of standard 
“long” shunt graft technique. A small synthetic 
tube would have less chance of success with a 
small artery anastomosis at both ends. 

CASE REPORT 3. The 66-year-old male de- 
scribed earlier as Case 1 developed severe foot 
and toe pain and a bluish pregangrenous great 
toe. Femoral arteriogram showed occlusion at the 
adductor magnus hiatus plus distal popliteal oc- 
clusion. Rather than amputate the painful leg 
the calf was split and it was possible to place a 


TABLE 5, 


Timing of Arterial Surgery 


Minor and/or nonprogressive 


symptoms nonoperative treatment 
Major symptoms 
Progression of symptoms early operation 
Loss of function (walking) 
Threatened loss of tissue immediate operation 
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shunt (lesser saphenous) vein graft between the 
distal popliteal artery and the posterior tibial 
beyond its bifurcation as shown in Figure 10b. 
Direct thromboendarterectomy then cleared the 
superficial femoral artery. Immediately the pulse 
was found and the foot regained color and 
function. 

Comment. The graft was placed very “low” in 
the calf (halfway between knee and ankle). The 
very long distance from common femoral and 
small size of the distal artery ruled against a 
single long graft and suggested this method. 
Further, both of these procedures could be done 
with the patient prone so no turning was 
involved. 


TIMING OF DIRECT ARTERIAL SURGERY 


The rapidity of progress of disease as well as 
the stage of arterial insufficiency aid in operative 
timing. Relative stability of claudication and 
other symptoms with physical evidences of good 
foot nutrition often indicate observation on non- 
operative therapy rather than immediate sur- 
gery. On the other hand, progression of symp- 
toms or major functional impairment may sug- 
gest early operation. Certainly any evidence of 
impending tissue death should cause immediate 
investigation and use of direct artery surgery if 
possible. 

The individual’s over-all situation of course 
influences operative timing also. A young sales- 
man who has inability to walk because of claudi- 
cation has a considerably different need for re- 
pair than an elderly cardiac with only occasional 
claudication. 

In summary, the arteriogram serves as a guide 
to what can possibly be done, but operation itself 
is done only because of severe symptoms, loss of 
function or threatened loss of tissue. 

CASE REPORT 4. A 66-year-old male mild dia- 
betic had 12 years of slowly increasing bilateral 
claudication with bilaterally absent pulses below 
good femorals. Left femoral arteriogram showed 
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occlusion of the distal superficial femoral artery 
with reconstitution only by collaterals. The right 
artery was reconstituted distally. Advice regard- 
ing nonoperative management was given. 

Comment. Symptoms prevented long walks and 
hunting but did not prevent work nor threaten 
gangrene. The left side was inoperable. The right 
side was not done because of relatively mild 
symptoms without threatening gangrene. 

Table 5 not only summarizes the “timing” of 
arterial surgery but also emphasizes the indica- 
tions. Mere occurrence of an arterial block in 
itself does not necessarily indicate surgery. Major 
symptoms that alter function, progression of 
symptoms, or pregangrenous tissue must exist 
before operation is warranted. 


INDIRECT SURGERY BY SYMPATHECTOMY 


The merits and faults of lumbar sympathetic 
ablation have been discussed since its introduc- 


tion in the interbellum period. Conflicting reports 


by authors of equal experience and eminence can 
be placed side by side without any definite con- 
clusion being reached. To date no objective 
method of determining the effect of sympathec- 
tomy on peripheral vascular flow has been de- 
veloped. Previously reported studies of the corre- 
lation of skin temperature with plethysmographic 
blood flow estimates indicate that in the low flow 
and skin temperature range (where diseased pa- 
tients fall) the latter changes considerably more 
than flow. Temperature is therefore more apt to 
change than blood flow and is used as a test for 
sympathectomy. Since it is not completely accu- 
rate, failure of temperature rise upon release of 
vasoconstriction fibers (by heat or nerve block) 
does not necessarily overrule clinical indications. 
The subjectivity and difficulty in evaluation of 
claudication time and distance .are well recog- 
nized and this test is not used. 

It appears that sympathectomy has been used 
many times in the hope that all else failing it will 
achieve something. As noted, concomitant lum- 
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Lesser Saphenous vein graft 


J.C. 


FIGURE 10 a (above, left). Combination of proximal thrombo- 
endarterectomy and distal short autogenous venous graft. Pre- 
operative arteriogram indicating occlusion of distal superficial 
femoral artery as well as of distal popliteal artery involving 
bifurcation. 

FIGURE 10 b (above, right). Combination of proximal thrombo- 
endarterectomy and distal short autogenous venous graft. Dia- 
gram of short proximal thromboendarterectomy of superficial 
femoral artery plus short lesser saphenous venous by-pass 
which salvaged this pregangrenous extremity. 
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bar sympathectomy is unnecessary if a proper 
direct arterial operation can be performed. It is 
unavailing in most patients if that fails. In a few 
instances where there is good evidence of pe- 
ripheral vasoconstriction under conditions of 
stress, cold, or other things lumbar sympathec- 
tomy has undoubtedly improved the peripheral 
circulation, particularly in the skin. If this can be 
demonstrated either clinically or by the skin 
temperature studies, lumbar sympathectomy is 
done. 

CASE REPORT 5. A 59-year-old white male was 
examined four hours following severe right lower 
leg pain with pallor and anesthesia below the 
knee. There had been claudication for “years.” 
No pulses were found below the femoral. Im- 
mediate exploration of the popliteal and more dis- 
tal arteries showed complete thrombosis (new 
and old) without possibility of repair. It was 
thought that amputation would be needed later. 

There was no response of skin temperature to 
nerve block. However, it was noted that the still 
viable foot rather markedly changed color and 
temperature as it was examined. Lumbar sym- 
pathectomy was therefore done on the tenth day 


to stop vasoconstriction. Immediate improve- 


ment in skin color has been followed by return of 
all functions and walking ability in the 13- 
postoperative months to date. 

Comment. There seemed little doubt that the 
leg would be lost. Sympathectomy on the basis of 
the acute change observed at the bedside proved 
immediately helpful. Collateral circulation has 
now restored a useful leg. 

Further, in young “presenile” patients of the 
group who have been called Buerger’s disease 
(thromboangiitis obliterans) empiric sympathec- 
tomy is more often of value than in older patients. 
Sympathectomy is not, however, believed useful 
in the management of claudication. 

Peripheral nerve resection is occasionally useful 
in the management of burning peripheral pain to 
avoid immediate amputation because of such 
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pain. Usually, however, the patient with this type 
pain has skin changes peripherally which are 
either gangrenous or pregangrenous and which 
lead to the necessity for amputation. 


AMPUTATIONS 


At times amputations may be necessary in 
conjunction with peripheral arterial surgery 
where tissue has already become necrotic. In this 
event postponement of amputation until after 
blood flow has been returned by either thrombo- 
endarterectomy or by-pass grafting will result in 
better healing following the amputation. 

CASE REPORT 6. A 47-year-old male had bi- 
lateral sympathectomy in 1950 for “‘Buerger’s 
disease.” In 1957, he was examined with bilateral 
absence of all lower extremity pulses, severe pain 
and a black (dry) gangrenous left great toe. A 
composite homologous arterial graft was placed 
from aorta to both popliteal arteries to by-pass 
complete atherosclerotic thrombosis of the aorto- 
iliac-femoral arterial system. Eight days later the 
toe and distal metatarsal were amputated with 
excellent wound healing. 

Comment. Salvage of the extremities by the 
long grafts allowed viable feet. A minor amputa- 
tion of the toe then restored a useful foot. 

Particular attention should be directed to- 
ward the surprisingly patent distal circulation 
which may be found by arteriography in some 
extremities which would require early amputa- 
tion unless direct arterial surgery could be per- 
formed. Roberts and Hoffman performed periph- 
eral grafts in 30 per cent of 49 patients pre- 
sented for prompt amputation of the leg. As sim- 
ilar amputation candidates have been studied by 
angiography it is recognized that some needless 
amputations can be prevented. It is suggested 
that all major amputations of the extremities be 
preceded by arteriography or exploration to ascer- 
tain whether direct arterial surgery is possible. If 
percutaneous femoral arteriography cannot be 
performed because of absence of a pulse in that 
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region or because of technical difficulties, the 
popliteal artery should be exposed behind the 
knee at the time of planned amputation and a 
direct popliteal arteriogram made. This will 
determine whether to place a graft into patent 
runoff or to continue with the amputation. 

The actual details of management of major leg 
and thigh amputations lie outside the scope of 
this presentation. In general it is thought that 
amputations distal to the knee in elderly in- 
dividuals are usually done with excessive risk in 
terms of healing with little gain in terms of func- 
tion by virtue of preservation of a knee joint. For 
this reason atherosclerotic extremities should 
most often be amputated above the knee. Few of 
these patients will ever be able to use a prosthesis 
because of lack of balance or general strength. 
Bone length should, if necessary, be sacrificed to 
obtain prompt healing of the stump. A recent 
ten-year study of the results of amputations by 
Capps and myself indicated the high complica- 
tion rate associated with major amputations. The 
incidence of pulmonary embolism, cerebral vascu- 
lar accidents and myocardial infarction was par- 
ticularly striking. Pulmonary embolism was not 
decreased in a series of patients subjected to con- 
comitant superficial femoral vein ligation and 
that procedure was abandoned. Recently a pro- 
gram of postoperative anticoagulation therapy as 
prophylaxis of these three important complica- 
tions has begun. A long-term anticoagulant 
(Coumadin®) is started 48 hours following am- 
putation. It is maintained in the hospital and 
later at home for a minimum of eight postopera- 
tive weeks. If the home situation permits ade- 
quate medical and laboratory supervision, this 
therapy is being continued for some of these 
patients for longer periods of time. No statistics 
on this program are yet available. 


NONSURGICAL MEASURES 


It is generally known that infections and in- 
flammatory lesions about the feet of patients with 
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peripheral vascular insufficiency tend to result in 
tissue gangrene by virtue of elevation of the 
metabolic need beyond the nutrition which can 
be brought in by the limited blood supply. Proper 
surgical drainage of infections and antibiotic con- 
trol must be done promptly. Local and general 
rest is necessary at the time of such an occur- 
rence. The importance of relatively minute in- 
flammations and infections of the feet cannot be 
overemphasized since each of these immediately 
threatens the entire lower extremity if it has 
vascular insufficiency. It is not too much to insist 
that such patients immediately go on modified 
bed rest (with bathroom and meal privileges) to 
endeavor to heal the inflammation or infection 
as rapidly as possible and also to prevent in- 
creasing trauma by wearing shoes and to prevent 
increase in metabolic need by walking. Diabetic 
control is obvious. 

A great number of patients with peripheral 
vascular insufficiency inquire earnestly about the 
effect of smoking. It is recognized that most of 
these individuals will not cease smoking what- 
ever is told to them. Nevertheless they are en- 
titled to a sound opinion. It is thought that 


’ smoking is particularly contraindicated in young 


individuals since these are the patients who for- 
merly fell into the category of Buerger’s disease 
where smoking was widely recognized as a factor 
tending to precipitate further difficulty. Appar- 
ently the older individual who develops vascular 
insufficiency later in life does not have vessels 
which are as sensitive to inhalation of tobacco 
smoke and cessation at that age is probably 
somewhat less important. 

Vasodilators in the form of judicious amounts 
of alcoholic beverages, the application of warmth 
to parts of the body other than the feet and 
lower legs (flanks, chest and abdomen) and the 
use of vasodilating drugs may be advised. 
Whether vasodilator drugs are ever able to 
actually effect this in the presence of organic 
arterial disease has not been clearly proved. 
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Despite the widespread use of vasodilator drugs, 
these drugs should not be relied upon for most 
patients, particularly elderly patients. 


Summary 


Critical selection of therapy for peripheral ar- 
terial insufficiency indicates different individual 
needs. Definitive outline of lesions by proper an- 
giography not only corroborates the clinical 
syndrome but should clearly indicate the possi- 
bilities and the most hopeful form of therapy. The 
importance of concomitant atherosclerotic occlu- 
sive lesions elsewhere is recognized. Increasing 


4 


study of the results of newly available procedures 
now allows more rational selection between 
thromboendarterectomy, shunt grafting, sym- 
pathectomy, amputations and nonoperative man- 
agement. Further exploitation of advances made 
to date must involve critical selection of therapy 
as well as thoughtful follow-up of patients. An 
aggressive approach to patients with major 
symptoms or progressive symptoms or pre- 
gangrenous changes is recommended. 


Figures 6 and 7 Courtesy of Charles C Thomas Co. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


Fetal Distress Signals 


THE DIAGNOSIS of fetal distress during labor is 
based primarily upon the recognition of two 
signs—the presence of meconium in the amniotic 
fluid and an abnormal slowing of the fetal heart 
rate. In a series of 12,000 deliveries, it is apparent 
that there is no correlation between the amount 
of meconium staining and the degree of fetal dis- 
tress. The point at which a fetal bradycardia is 
considered pathologic is also debatable. It was 
considered most significant that the combination 
of meconium-stained liquor amnii and abnormal 
heart sounds does not necessarily indicate an in- 
creased risk to fetal survival: The near-natal loss 
(11.1 per cent) in the cases displaying the com- 
bination of signs was not significantly greater 
than when meconium was present alone (9 per 
cent). Walker argues for conservatism in the 
handling of these distress signals and believes 
that rushing into a Cesarean section may do more 
harm than good. (Brit. Med. J., 2:1221, 1959.) 
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Pleural Fibrin Ball 


SOL KATZ, M.D. 
Associate Editor, GP 


BECAUSE OF THE PRESENCE of fibrinogen, pleural 
fluid may clot. The resulting fibrin may form a 
membranous peel on the visceral and parietal 
pleural surface. This has been erroneously called 
“thickened pleura”’ for in many of these patients 
the pleura remains thin and glistening, a fact 
which can be shown when the fibrin peel is sur- 
gically removed. 

In the presence of both air and fluid of high 
fibrinogen content in the pleural space, the fibrin 
that is formed may be whipped by the respiratory 
motion of the lung into a mass referred to as a 
fibrin ball or chest mouse. Hemopneumothorax 
presents particularly favorable conditions for the 
formation of a fibrin body. 

The fibrin ball appears as a smooth, round or 
oval homogeneous opacity 2 to 4 cm. in diameter 
bobbing on the surface of the pleural fluid as a 
cork floats on water. When the pleural fluid is 
absorbed or removed, the fibrin ball often re- 
mains attached to the visceral or parietal pleura. 
The dependent position of the diaphragmatic 
parietal pleura accounts for the great frequency 
with which fibrin bodies adhere to that structure. 
Fibrinous adhesions may extend from the col- 
lapsed lung or parietal pleural to the fibrin ball. 

As the lung expands and pleural space becomes 
obliterated, the fibrin body is flattened between 
the lung and inner chest wall. It may lose its 
round appearance or retain it thereby resembling 
a solitary tumor. Eventually calcium may be 
deposited within the fibrin ball. 

The recognition of a fibrin body during the 
course of a hydropneumothorax or hemopneu- 
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X-ray of the chest showing a right pneumothorax and an oval 
mass attached to the diaphragmatic pleura representing a 
fibrin ball. There is a thin adhesion extending from the dia- 
phragm laterally to the parietal pleura. A viscero-parietal 
adhesion is also present in the first right anterior interspace. 


mothorax is not difficult. However, when an x-ray 
is viewed with the lung fully expanded, the exact 
nature of the round fibrin mass may not be 
appreciated. Serious diagnostic errors may be 
avoided in all cases in which a solitary nodule is 
seen by a careful history aimed at the detection 
of a previous pneumothorax—artificial or spon- 
taneous. This is especially important when the 
mass is seen in the region of the diaphragm in 
association with roentgen evidence of “‘thickened 
pleura.” 
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This is the fifth in a series of medical interviews 
in which an Academy member had the opportunity 
to discuss a problem case with an expert. 
CHARLES G. BRYANT, M.D., a member who 
practices in Louisville, Ky., raises questions 
about subacute bacterial endocarditis with 
DAVID E. ROGERS, M.D., an expert 

on antimicrobial diseases. 


Subacute Bacterial Endocarditis 


Subacute bacterial endocarditis presents 

many problems in treatment, but is more difficult 
to handle when it occurs during the course 

of pregnancy. This is well illustrated 

by the case discussed in this 

telephone medical interview. 


Dr. CHARLES G. BRYANT: Dr. Rogers, I want to 
talk about a 19-year-old female who came to see 
me at the end of her second month of gestation. 


History 


Her past history revealed the usual childhood 
diseases. A cardiac murmur had been present 
since the age of 7 months. However, there was 
no history of any cardiac symptoms or rheumatic 
fever. 

During her first visit, a grade II systolic and a 
grade ITI diastolic murmur was present. This was 
heard best in the fourth intercostal space adjacent 
to the sternum. All other systems were essentially 
negative. Her blood pressure was 90/50. She 
weighed 91 lb. The VDRL was negative, the Rh 
was negative and urinalysis was also negative. 
The hemoglobin was 10 Gm. and the white blood 
_ was 10,050 with a normal distribution of 
cells. 

Two months later she developed an aggravat- 
ing, nonproductive cough, without fever or chest 
signs. At this time the hemoglobin dropped to 
6.95 Gm. Iron and symptomatic cough therapy 
were started. The cough persisted without any 
other additional signs for about six weeks. At 
that time a chest x-ray demonstrated an atypical 
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pneumonia in the right lower lung field poste- 
riorly and a slight increase in the transverse diam- 
eter of the heart. The cardiopulmonary ratio was 
13.5 to 24.5 cm. 

Two weeks later dyspnea associated with the 
persistent cough was a very prominent symptom. 
Her temperature was elevated 1° F. and her 
pulse rate increased to about 120 per minute. The 
patient’s general appearance became that of an 
acutely ill person. A few moist rales were heard 
in the right base posteriorly and a second x-ray 
of the chest showed the cardiopulmonary ratio to 
be 13.7 to 24 cm. There was no change in the 
infiltration of the right lower lung field. Increased 
markings were now present in the left lower lung 
fields with slight peribronchial clouding. Possible 
cardiac failure was the diagnosis made at this 
time. Therefore, digitalization and diuresis were 
instituted but the patient’s condition rapidly 
deteriorated. 


Hospitalization 

She was hospitalized with an admitting diag- 
nosis of congenital cardiovascular disease with 
decompensation and pregnancy. She was placed 
on a salt free diet, digitalis, chlorothiazide and 
ammonium chloride. An admitting chest film 
was read bilateral pulmonary edema. A blood 
culture was reported on the fifth hospital day as 
positive for alpha hemolytic streptococcus. 

From this information a diagnosis of subacute 
bacterial endocarditis was made. According to 
sensitivity tests the drug of choice was ristocetin 
(Spontin®, Abbott). This medication was started 
immediately—500 mg. in 500 cc. 5 per cent glu- 
cose in distilled water as an intravenous drip. 
After the initial dose, 1,500 mg. was given by 
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the same method every 12 hours. In addition to 
ristocetin she received dihydrostreptomycin 0.5 
Gm. twice daily and penicillin 0 as well as di- 
phenhydramine chloride (Benadryl®). (She was 
allergic to penicillin G.) An initial spiking of the 
temperature to 104° F. occurred during the first 
24 hours but the curve remained fairly close to 
normal during the remainder of her hospital stay. 

After four days of treatment some hearing loss 
became evident. This condition improved by dis- 
continuing dihydrostreptomycin. The cough re- 
mained a predominant symptom for the first 
two to three weeks of hospitalization. The best 
results for the cough were obtained by using 
benzonatate (Tessalon®) perles. All blood cul- 
tures (after the one taken upon admission) were 
reported as negative. A neutropenia developed 
after the third week. (It was believed that risto- 
cetin caused the neutropenia.) At that time the 
white blood count was 2,700 with a normal dif- 
ferential and the hemoglobin was 8.2 Gm. The 
patient was then transfused. 


Posthospital Course 


On the thirtieth hospital day, afebrile and with 
a clear chest, she was dismissed. The plan was to 
maintain her at home on bed rest, diuretics, 
digitalis and a low salt diet for one month. At 
the end of one month she was to be readmitted 
for a cardiac re-evaluation and for possible in- 
duction of labor. 


Rehospitalization Becomes Necessary 


Readmission was necessary 19 days following 
hospital discharge. The nonproductive cough 
recurred along with dyspnea, tachycardia and a 
101° F. fever. X-rays again showed the presence 
of pulmonary edema. The white blood count was 
now 32,000 with 9 per cent polymorphonuclear 
cells. The patient was now in her eighth month 
of gestation. Blood culture on admission was 
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She was acutely ill upon hospital admission. Dyspnea asso- 
ciated with a persistent cough was a prominent symptom. 


negative as were all taken during this second 
hospitalization. On the third day, petechiae be- 
gan to appear on all extremities. These were 
present for about two weeks, but were never very 
marked. Penicillin 0, 2,000,000 u. every four 
hours; diphenhydramine chloride, 50 mg. every 
four hours; streptomycin, 1 Gm. twice daily, and 
probenecid (Benamid®) 0.5 Gm. every six hours 
were started. 

On the fifth hospital day spontaneous labor 
began and within four hours a viable female in- 
fant was delivered under saddle anesthesia (pon- 
tocaine and dextrose). The baby weighed 5 lb., 
51% oz. The delivery was by low forceps with a 
midline episiotomy. There was no apparent car- 
diac embarrassment during the delivery. 

In addition to routine post-partum care, the 
afore-mentioned medication was continued along 
with several blood transfusions. After three weeks 


Volume XXII, Number 3 G P 


| ) 
| VE { 
Qn 

Z 
: ( \ 

BZN 

\\ \ = 

\\ \ 
| \ 
\\ \ 
te 
ay 


the patient was placed on erythromycin, 500 mg. 
every four hours. This drug, along with chloro- 
thiazide and digitalis, was continued at home 
after her dismissal on the thirty-ninth hospital 
day. 

Less than three weeks after dismissal there was 
a sudden onset of extreme weakness with dysp- 
nea and, within 24 hours, she died apparently in 
congestive failure. 


Autopsy Findings 


An autopsy was performed and the gross find- 
ings were: 

1. Subacute bacterial endocarditis superim- 
posed on a rheumatic heart disease and involving 
the tricuspid and aortic valves. 

2. Cardiomegaly. 

3. Hemorrhagic infarcts, lungs, bilateral with 
brown induration. 

4. Passive congestion of the liver and spleen, 
marked. 

5. Kidney infarcts, bilateral. 

6. Ascites. 

7. Moderate pleural adhesions. 

8. Subinvoluted uterus. 

9. Chronic cholecystitis. 

Heart blood from the autopsy was cultured 
and showed a growth of Escherichia freundii and 
Paracolobactrum aerogenoides. 


Ristocetin Therapy 

Dr. Rogers, I would like to know your experi- 
ence with ristocetin in the treatment of subacute 
bacterial endocarditis. Would you comment on 
the dosage, the duration of treatment and the 
results you have obtained? 

Dr. Davip E. RoceErs: Dr. Bryant, our ex- 
perience with ristocetin has been limited to use 
in four patients with “enterococcal endocarditis.” 
In other words, endocarditis produced by a peni- 
cillin-resistant streptococcus similar to the one 
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you found in the blood of your young patient. 
Our experience has been variable. In two of our 
cases, we have had very good results using dos- 
ages similar to those you used over a two-week 
period. On the other hand, we’ve had two pa- 
tients who have failed to respond to ristocetin 
treatment, despite high sensitivity of the organ- 
ism in vitro. The published experience of Roman- 
sky indicated that his six cases responded very 
favorably. However, both myself and Dr. Harry 
Dowling of Chicago have been subsequently dis- 
appointed with the response of certain patients. 

Dr. BRYANT: When we gave a sensitivity test 
to this particular patient, the organism was resist- 
ant to penicillin and most sensitive to ristocetin. 
This was the reason that we used it at the first 
admission and the patient seemed to respond. 
Then we got such a quick recurrence that on the 
second admission we didn’t even attempt to use 
it. Have you had any experience with using 
intravenous penicillin on these cases? 

Dr. ROGERS: Yes, we have, but before I discuss 
this, I might comment on the antibiotic sensitivity 
of this microérganism. It is generally the rule that 
enterococci are resistant to penicillin, streptomy- 


cin and many times to some of the broad-spectrum . 
- agents. It is my opinion that in subacute bac- 


terial endocarditis, sensitivity studies are often 
very misleading. We have found that the bac- 
teriostatic drugs, those that will merely hold 
organisms in check, virtually never produce cures 
in bacterial endocarditis. But drugs which are 
bactericidal, even though the organism may ap- 
pear to be resistant in vitro, may be curative if 
they are used in combination. For example, 
enterococci are always penicillin-resistant. The 
results with penicillin alone have been very disap- 
pointing in this type of disease. On the other 
hand, if streptomycin is added to large amounts 
of intravenous penicillin, as you did in this case, 
the cure rate has been very high, perhaps in the 
80 per cent range. So I believe I would have 
started large amounts of penicillin intravenously 
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and added streptomycin, as you did. Ordinarily, 
this combination should be continued for a six- 
week period with this kind of disease. 


Blood Cultures 


Dr. BRYANT: What do you think is the optimum 
time for obtaining positive blood cultures in these 
cases? 

Dr. ROGERS: Studies have shown that if you 
obtain three, four or five cultures over 48 to 72 
hours, you have a 90 to 95 per cent chance of 
getting all the positives you are ever going to get. 
When a patient has typical clinical evidence of 
bacterial endocarditis, it is our practice to obtain 
blood cultures during the first 24 to 72 hour 


When streptomycin is added to large amounts of intravenous 
penicillin, the cure rate is very high. 
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period and then proceed with therapy, modifying 
treatment, if necessary, on the basis of what our 
cultures subsequently reveal. 

Dr. BRYANT: We only received one positive out 
of all that we took on this girl. 

Dr. ROGERS: Yes, that is really quite unusual. 

Dr. BRYANT: Do you think that the fact that 
she was on antibiotics could have caused negative 
blood culture tests? ; 

Dr. ROGERS: Was she on antibiotics at the time 
they were first taken? 

Dr. BRYANT: No, but following that she was 
on ristocetin. 

Dr. ROGERS: On her second admission? 

Dr. BRYANT: No, on the first admission; after 
the first 48 hours. 

Dr. ROGERS: You mean why didn’t you get 
positive blood cultures if she was not responding 
satisfactorily? 

Dr. BRYANT: That’s right, Dr. Rogers. 

Dr. Rocers: I think that’s an important 
question, and a common and troublesome find- 
ing. Virtually any type of therapy, whether it is 
actually curative or noncurative, can render the 
blood stream sterile during treatment. Negative 
blood cultures while on therapy are not a satis- 
fying index to adequate treatment in subacute 
bacterial endocarditis. Virtually any drug to 
which the microérganism is sensitive can transi- 
ently clear the blood stream so that you are un- 
able to obtain it on culture of the blood, but the 
patient can relapse promptly when taken off 
treatment. 

Thus, I am inclined to follow many other 
indices of improvement as you did in this case. I 
believe that patients should begin to gain weight, 
their hematocrits should rise, their sedimentation 
rates should fall, and that within several weeks 
they should stop having embolic phenomena. 
Only then am I comfortably certain a patient is 
really under adequate treatment. They are very 
difficult patients to follow in the sense of deter- 
mining whether or not the therapy is satisfactory. 
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Adequate Penicillin Dosage 

Dr. BRYANT: Do you believe that the penicillin 
and probenecid that this girl received was ade- 
quate? The reason I am asking you is that this 
girl was allergic to penicillin G which of course 
kept us from giving penicillin for a while. If we 
had started penicillin instead of the ristocetin 
early in her hospital stay would we have had a 
different end result? 

Dr. ROGERS: That’s a difficult question to an- 
swer in retrospect. Your dosage of 6,000,000 u. 
daily plus probenecid and 2 Gm. of streptomycin 
is the dose we ordinarily use for enterococcal dis- 
ease. We do, I should add, boost this to 10- to 20- 
or even 40- to 50,000,000 u. a day without hesita- 
tion if we believe that therapy is not proceeding 
satisfactorily. However, in my own experience, 
it has been unusual to have patients fail to re- 
spond to the therapy you used in the second 
course. It would be my guess that this was a per- 
fectly adequate dose. I believe, however, on that 
second course of treatment she received only 
three weeks of treatment. Isn’t that correct? 

Dr. BRYANT: Yes, that is correct. 

Dr. ROGERS: I believe treatment should be 
longer in this type of disease—at least six weeks. 
There is very good evidence to show that duration 
of treatment is of much more importance than 
the daily dosage. For example, in the early days 
of penicillin treatment of subacute bacterial endo- 
carditis, it was demonstrated that about 80 to 90 
per cent of the patients relapsed when given 
10,000,000 u. in ten days. When 10,000,000 u. 
was spread out and given over 30 days, only about 
10 to 15 per cent relapsed. My bet would be that 
more prolonged treatment, at the same level, 
would have been perfectly appropriate. 

The other part of your question, could she have 
survived if she had received this on her initial 
admission, is very hard to answer. This patient 
developed striking aortic insufficiency. In my ex- 
perience, aortic valve involvement with subacute 
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It was necessary to tell the young, bereaved husband that preg- 
nancy had very little effect on the course of subacute bacterial 


bacterial endocarditis has a most ominous prog- 
nosis. Patients with aortic bacterial endocarditis 
die because they go into intractable heart failure 
as a result of irreversible valve damage but rarely 
because they’re still infected. 

Dr. BRYANT: Undoubtedly, then, Dr. Rogers, 
that was the cause of the death? 

Dr. ROGERs: Yes. 


Aerobic and Anaerobic Methods 
of Acquiring Blood Cultures 


Dr. BRYANT: To get back to blood cultures for 
a moment. Would you discuss the aerobic and 
anaerobic methods of acquiring culture? 

Dr. RoceErs: I’d be glad to discuss this. In at 
least 95 per cent of cases, aerobic microédrganisms 
produce bacterial endocarditis. There are a few 
patients who have endocarditis due to bacteroides, 
gonococci or an unusual microérganism which is 


_ more fastidious in its growth. In these few cases, 


your chances of obtaining positive cultures are 
greatly improved with anaerobic methods. In your 
patient it’s apparent that you had clear evidence 
that she had bacterial endocarditis. I don’t think 
it increases your batting average greatly but I 
think it’s terribly important to have anaerobic 
cultures in patients when this question arises and 
you have persistently negative blood cultures. 


The Influence of Pregnancy 
on Subacute Endocarditis 


Dr. BRYANT: What do you think was the 
effect, if any, of the pregnancy in lowering her 
resistance to subacute bacterial endocarditis? 

Dr. RoceErs: I think it is probable that the 
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nature of her infection was related to her preg- 
nancy. We see enterococcal disease in a fairly 
specific group of patients. These are young 
women in the childbearing age who are pregnant 
or who have undergone some gynecologic pro- 
cedure (because the enterococcus resides in the 
genitourinary tract). Second, we see it in older 
men who have undergone catheterizations or 
prostatectomies. So in that regard her pregnancy 
did influence the course of the disease. I don’t 
think, however, that we have any evidence to 
suggest that her pregnancy rendered her disease 
more hazardous. There have been some good 
studies on the influence of pregnancy on subacute 
bacterial endocarditis. The weight of current 
evidence suggests that it is the functional classi- 
fication of the heart disease, not the pregnancy, 
which determines the outcome. I doubt that her 
pregnancy had any influence on the course of her 
disease, her response to therapy, or her susceptibil- 
ity to infection. 

Dr. BRYANT: Thank you for that explanation, 
perhaps that will make her young husband feel 
better. 

Dr. RoGERs: I believe we can indicate to him 
that pregnancy really had very little effect on 
the course of subacute bacterial endocarditis. 


Autopsy Report of Rheumatic Heart 
Disease Is Questionable 


Dr. BRYANT: As mentioned earlier in our con- 
versation, when the patient was 7 months old, 
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her mother was told that her daughter had a 
valvular lesion. Although there was never any 
history of rheumatic fever or anything of that 
nature in the entire time, I realize that a lot of 
people die of rheumatic heart disease without a 
history of rheumatic fever. Yet the pathologist on 
autopsy reported subacute bacterial endocarditis 
on a rheumatic heart disease and stated that he 
found Aschoff bodies around the aortic valve. It’s 
rather difficult for me to accept that this girl had 
rheumatic heart. disease because I believe that it 
was a congenital malfunction. Both the aortic 
and the tricuspid valves were involved. 

Dr. ROGERs: It’s very hard for me to say, not 
having seen the patient, but my reaction is pre- 
cisely the same. I was startled by the mention of 
rheumatic heart disease where apparently there 
was no evidence of mitral valve involvement. Is 
that correct? 

Dr. BRYANT: Yes, that is correct. There was no — 
evidence of mitral valve involvement. 

Dr. RocErs: I think it is unusual to get severe 
aortic endocarditis in the absence of mitral endo- 
carditis in the presence of rheumatic heart disease. 
That fact alone would lead me to wonder whether 
this was indeed rheumatic heart disease. I think 
there is some question regarding the specificity of 
Aschoff bodies in making a diagnosis of rheumatic 
heart disease. The other thing which makes me 
wonder if she did not have some congenital ab- 
normality of her aortic valve is the known high 
incidence of bacterial endocarditis in such con- 
genital lesions. About 25 per cent of patients who 
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have congenital aortic valvular lesions develop 
bacterial endocarditis at some time during their 
lives. This, plus her tricuspid disease, an unusual 
process in rheumatic heart disease without mitral 
valvulitis, makes me believe that you may well be 
correct, that there was indeed a congenital heart 
lesion underlying the process. 

Dr. Bryant, I have one more comment that 
relates to whether the patient did or did not have 
active bacterial endocarditis at the time of her 
death. 

The bacteria that were cultured from her heart 
blood are clearly post-mortem contaminants; 
they are inhabitants of the normal gut. I don’t 
recall that they were able to see bacteria in the 
heart valve itself on section. 

Dr. BRYANT: They are not mentioned. The 
report states: “On microscopy, the myocardium 
isnot altered. The aortic cusps are thickened and 
there is a calcified nodule close to the base of the 
cusps. Along its free margin, there are several 
erosions, the base of them being formed by fairly 
well-developed Aschoff bodies.’”’ Discussing the 
gross heart specimen, the report adds: ‘“The pul- 
monary and mitral valves appear normal. The 
tricuspid valve filled with small grayish-white 
vegetation with free margins, soft, friable and 
partially necrotic. The valves are also partially ul- 
cerated. There was no involvement of the chordae 
tendonae. The aortic valve has all the vegetations 
firmer and less friable than those of the tricuspid 
and are also necrotic, with ulcerations of the leaf- 
lets. There is fenestration of the anterior leaflet. 
The aortic valve is small and stenotic.” 

Dr. RoGERs: It is possible that she actually 
had been cleared of her infection by your latter 
course of treatment. The fact that she still had 
some vegetations doesn’t surprise me when she 
died so soon after the course of treatment, al- 
though “friable” vegetations are disturbing. Her 
course suggests that the primary cause of her 
death was the fact that she perforated an aortic 
leaflet. In our experience this has been a common 
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The bacterial endocarditis patient may die not from the in- 
fection but as a consequent result of heart valve lesions. 


cause of death in patients with aortic valve 
bacterial endocarditis. It takes a long time for the 
pathologic evidence of bacterial endocarditis to 
disappear from heart valves, even in adequately 
treated cases. The fact that they were unable to 
culture the organism at autopsy suggests that you 
had cured her infection only to have her die as a 
result of the damage inflicted on her heart valves 
by the process. 

Dr. BRYANT: That’s a very good point, Dr. 
Rogers. Thank you very much. 
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Each year members of a different well-known medical faculty 
prepare articles for this regular GP department. 
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Practical Therapeutics 


The Use and Abuse of Blood Transfusion 


and Blood Derivatives 


BERNARD PIROFSKY, M.D. 


Division of Experimental Medicine 
University of Oregon Medical School 
Portland, Oregon 


BLOOD TRANSFUSION has appeared as a medical 
dream since recorded history. Our age is fortu- 
nate in that the dream is realized with safe and 
adequate techniques available to obtain, store 
and transfuse blood. With the realization of this 
dream, the physician is faced with the obligation 
of using his newly obtained benefits in the best 
possible fashion. Crosby has summarized the po- 
sition of the physician with the following apt 
statement: “Thoughtless prescription of blood 
transfusion is playing Russian roulette with bot- 
tles of blood instead of a revolver. While the 
odds are in the physician’s favor that nothing 
will go wrong, the patient takes the risk.” 

The purpose of this review is to summarize 
many obvious medical facts to permit the phy- 
sician to best judge the risks of transfusion 
against the possible benefits to the patient. 


Historic Basis 

References to blood transfusion can be found 
in ancient Syrian, Egyptian and Hebrew liter- 
ature. The vital function of blood was so appar- 
ent that Egyptian princes used baths of human 
blood as a recuperative measure. In Rome, it was 
not unusual for observers to rush onto the com- 
bat arena to drink the blood of fallen gladiators. 
One of the first well-known instances of blood 
transfusion was an attempt to rejuvenate Pope 
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Innocent VIII in 1492 with transfusions from 
three young donors. The transfusion was only 
partially a failure; neither harm nor benefit ac- 
crued to the Pope. However, the blood donors 
died. Harvey’s studies placed blood transfusion 
on a firm anatomic basis. Many great investiga- 
tors entered this field and experiments of Folli, 
Wren, Boyle, Lower and Denis demonstrated the 
practical possibilities of this procedure. 

In 1818, Blundell in England conducted the 
first extensive clinical trial of blood transfusion, 
attempting to treat the fatal exsanguinating 
hemorrhages occurring post-partum. In 1900, the 
demonstration of human blood groups by Land- 
steiner supplied the basic knowledge to allow for 
safe human transfusion. During World War II 
and the Korean conflict many physicians had 
their first opportunity to utilize whole blood and 
blood derivative transfusion therapy. Their re- 
turn to civilian life has opened the horizon to the 
modern mass use of human blood products. 


Blood Usage 


At this time, only approximations can be made 
of the number of transfusion services and units 
of blood transfused annually. An incomplete sur- 
vey made by the Joint Blood Council in 1955 
and 1956 revealed 1,800 transfusion services and 
4.6 million units of blood transfused. In the area 
serviced by the Pacific Northwest Regional Blood 
Center, 70,000 units of blood were transfused in 
1959, a level of 1 unit of blood per 33 people in 
this area. Since 1952, there has been a steady 4 
per cent increase of blood usage in this area, a 
pattern probably typical of the nation. 
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The Use and Abuse 
of Blood Transfusion 
and Blood Derivatives 


BASIC PHYSIOLOGIC PRINCIPLES 


This vast quantity of blood transfused has 
presented the medical profession with many new 
problems. A list of clinical situations responding 
to transfusion therapy is desirable, but probably 
impossible to formulate. Such a list would be 
encyclopedic and far overreach the limits of this 
review. A simple listing of the basic physiologic 
principles is presented as a guide to indications: 

1. The treatment of shock, hypovolemic or 
normovolemic. 

2. The need to supply erythrocytes or hemo- 
globin. 

3. The need to supply thrombocytes. 

4. The need to supply plasma proteins in gen- 
eral. 

5. To provide specific factors concerned in 
blood clotting. These factors have a variable sur- 
vival time during storage, and the age of the 
blood must be carefully considered in light of ef- 
ficient therapy. Table 1, modified from Aggeler 
(1955), should be helpful. 

These indications are so obvious and well 
known that the only point in presenting them 
now is to emphasize the intelligent ordering of 
transfusion. To disregard these indications will 
only lead to the misuse of a potent but danger- 
ous therapy. It is unfortunate that many have 
lost the fear of transfusion and now order a 
transfusion as blithely as ordering a bottle of 
saline. 


Anticipated Mortality 


Various authors have pointed out the dangers 
of blood transfusion. A mortality equal to that 
encountered with an acute appendectomy or by 
placing a patient under deep ether anesthesia is 
frequently quoted. There is a distinct impression 
that mortality from this procedure is decreasing 
with better technical knowledge. At this time, a 
closer approximation of one death in 2,000 to 
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5,000 transfusions is generally accepted. With an 
annual blood usage nationwide due to approach 
9.0 million units, this figure assumes frightening 
proportions. If deaths due to overloading the cir- 
culation, pulmonary edema, delayed hepatitis, 
etc., are included an even more frightening mor- 
tality can be anticipated. 


Anticipated Morbidity 

The degree of illness resulting from transfu- 
sion reactions can not be overestimated. Various 
authors ascribe an over-all incidence of 5 per 
cent of all transfusions leading to reactions. 
These reactions may take the form of an allergic, 
pyrogenic, leukocytic, erythrocytic or infectious 
etiology. 


ALLERGIC REACTIONS 


The incidence of allergic reactions is estimated 
at 1 to 2 per cent. The clinical findings are those 
of any allergic phenomenon, e.g., itching, urti- 
caria, rashes, angioneurotic edema and even ana- 
phylactic shock and death. Treatment is that of 
anaphylaxis and includes antihistamines, epi- 
nephrine and corticoids. Prophylaxis against this 
type of reaction can sometimes be accomplished 
by intravenous tripelennamine hydrochloride 
(Pyribenzamine®) or diphenhydramine hydro- 
chloride (Benadryl®) at the time of transfusion. 


PYROGENIC REACTIONS 


These reactions consist of a febrile response, 
with chills, headaches and apprehension. They 
are difficult to differentiate from hemolytic trans- 
fusion reactions. This form of reaction is believed 
to be due to the presence of bacterial products. 
The major danger consists of a shocklike episode 
with severe diminution of renal blood flow. 


INFECTION 


The transfusion of blood grossly contaminated 
with bacteria, usually of the gram-negative va- 
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riety, leads to a severe reaction characterized by 
deep shock; death is frequent. The clinical pic- 
ture resembles that of a generalized Schwartz- 
man reaction and treatment is difficult. Fortu- 
nately this is a very rare complication. Meticu- 


lous blood collection techniques and continual - 


storage at 4° C. are necessary to prevent this 
catastrophe. Heparin and reserpine may be use- 
ful in this condition. 


LEUKOCYTIC REACTIONS 


Recent studies have indicated that approxi- 
mately 80 per cent of febrile reactions thought to 
be due to pyrogens are actually due to specific 
antibodies directed against leukocytes. Because 
of the close similarity of this type of reaction to 
an erythrocytic hemolytic type of reaction, iden- 
tification is important. Unfortunately, at this 
time, laboratory studies are difficult, tedious and 
accuracy is difficult to evaluate. In general, these 
techniques are not suited for the routine labora- 
tory. A simple test has been utilized by our 
group. After centrifugation, the buffy coat is re- 
moved and the packed red cells transfused. If re- 
action does not occur, the buffy coat is trans- 
fused the next time. If reaction occurs after buffy 
coat transfusion, the assumption of a leukocyte 
antibody is made. 


ERYTHROCYTIC HEMOLYTIC REACTIONS 


This type of reaction is responsible for the 
bulk of fatalities associated with transfusion. The 
usual cause for such a reaction is an incompati- 
bility between the blood donor and blood recipi- 
ent with destruction of the donor cells. To pre- 
vent this, a meticulously careful cross match in- 
volving the recipient’s serum and donor’s cells 
must be done (major cross match). A more un- 
usual cause of hemolytic transfusion reaction re- 
sults from destruction of the recipient’s erythro- 
cytes. This condition may result from transfu- 
sion of antibodies directed against the recipient’s 
cells (donor is sensitized; use of group O blood 
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TABLE 1. 


Survival Time of Blood Factors 


Stability 
Factor in Citrated Blood 


Recommended Age 
for Therapeutic Effect 


Erythrocytes Good 


Thrombocytes Very labile unless 


specially handled 
AHG Some loss, but rea- 
sonably stable 
PTC Very stable 
PTA Very stable 


Labile factor Labile 
Stable factor Very stable 


Fibrinogen Very stable 


Prothrombin Good 


Approximately 85% sur- 
vival after 21 days storage 
Under 4 hours 


Under 4 hours 


Fresh—up to 7 days old 
Fresh—up to 7 days old 
As fresh as possible 
Plasma of doubtful value; 
serum corrective but tran- 
sient 

500 ec.—50% loss in 2 
days; 90% loss in 1 week 
10% of total blood content 
given to severe hypopro- 
thrombinemia patients dis- 
appears in 8 hours. 


with high titer anti-A and/or anti-B as “‘univer- 
sal donor’’) or in certain disease states (parox- 
ysmal nocturnal hemoglobinuria, acquired hem- 
olytic anemia). 


TYPICAL TRANSFUSION REACTION 


The initial phases of a typical transfusion re- 
action usually take the following course: The 
symptoms are sudden in onset and consist of ap- 
prehension, backache, tightness in the chest with 
associated dyspnea and hypotension. The patient 
usually experiences a chill and a distinct rise in 
temperature within the first hour after adminis- 
tration of incompatible blood. By this time there 
is evidence of hemolysis as indicated by hemo- 
globinemia, hemoglobinuria and later jaundice. 
When the physician is faced with this problem, 
the blood transfusion should be discontinued im- 
mediately. A catheterized urine should be taken 
and examined for hemoglobin—not red cells. A 
blood specimen should also be carefully drawn 
and serum bilirubin determined in conjunction 
with a similar test done on a pretransfusion spec- 
imen, e.g., the original cross match specimen 
held in the laboratory. Detailed immunohemato- 
logic studies should be done to determine the 
antibody involved. The second stage is that of 
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renal insufficiency going from oliguria to com- 
plete anuria coupled with manifestations of tubu- 
lar damage such as heme casts, proteinuria, azo- 
temia, increased potassium and decreased so- 
dium and bicarbonate. After approximately ten 
days, if death has not occurred, a third stage of 
diuresis follows. In this phase, a copious diuresis 
occurs and therapy consists of maintaining a 
proper water and electrolyte balance by oral and 
intravenous fluids. 


Dangers Inherent in Transfusion Therapy 


As with every therapeutic agent, the responsi- 
bility of the physician is to balance the possible 
benefits against the possible dangers. In the eager 
rush to utilize blood transfusion, the physician 
often ignores the very definite dangers inherent 
in transfusion therapy. This review is not meant 
to suggest that an indicated transfusion should 
not be given; rather, the following list is offered 
to present the physician with sufficient data to 
decide if a transfusion warrants the risk involved 
in the procedure: 

1. The main contraindication of a blood trans- 
fusion is the lack of a definite indication. Its use 
in pre- and postoperative care as a “‘pick-me- 
up” can only be condemned. Similarly, its use 
cosmetically to “‘pink the patient up”’ is danger- 
ous. 

2. The giving of a blood transfusion in the op- 
erating room with the patient receiving anes- 
thesia can only be justified in extreme emergen- 
cies. This situation greatly increases the possi- 
bility of transfusing incompatible blood because 
of the stress and rush involved. More important, 
with the patient receiving anesthesia, the usual 
signs and symptoms of a hemolytic transfusion 
reaction are obscured. It is not uncommon for 
renal shutdown to be the first indication of in- 
compatibility. 

3. In cases of chronic anemia resulting from 
various causes, the physician should not attempt 
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to transfuse to normal hemoglobin levels. Trans- 
fusions in such cases tend to decrease the com- 
pensatory response of the bone marrow to the 
anemic state. These patients will often need 
transfusions for many years, and every unneces- 
sary transfusion increases the likelihood of sensi- 
tivity developing. In addition, a level of over 10 
Gm. per cent of hemoglobin is infrequently main- 
tained for any period of time. If blood loss is not 
present, the additional iron given (approximate- 
ly 250 mg./unit blood) can lead to hemosiderosis 
and eventually hemochromatosis. As a general 
rule, patients with chronic anemia usually do not 
develop symptoms until the hemoglobin drops 
below 8 Gm. per cent; transfusions should not be 
given unless symptoms are present. 

4. The use of repeated transfusions in an at- 
tempt to correct agranulocytosis is useless and 
dangerous. There is no evidence that transfused 
leukocytes survive in a heterologous circulation. 
In addition, the total blood volume contains less 
than one-sixtieth of the total body granulocytes. 
Repeated transfusion also favors the possible de- 
velopment of leukocyte antibodies. 

5. Every bottle of transfused blood must be 
considered as possibly leading to the develop- 
ment of hepatitis. This danger cannot be exclud- 
ed by the most meticulous screening of blood 
donors. 

There is no available laboratory test to elimi- 
nate the virus-contaminated unit of blood. It is 
estimated that approximately 3 per cent of the 
normal population are asymptomatic healthy 
carriers of the viruses of hepatitis. 

6. As long as human beings type, label and ad- 
minister blood, errors can be expected. Unlike 
the usual laboratory test, an error in this pro- 
cedure can lead to the death of a patient. 

7. The giving of an incompatible blood trans- 
fusion may be considered as prima-facie evidence 
of negligence and legal liability. 

8. In the elderly or patients with cardiovas- 
cular insufficiency, the development of congestive 


Volume XXII, Number3 GP 


a q 
q 
| 
4 


The Author 


heart failure as a complication of a whole blood 
transfusion must always be considered. 

9. Whole blood is not generally justified for 
nutritional purposes. 

10. It is impossible at this time to give a blood 
transfusion under the usual hospital facilities 
which will be compatible for all known blood 
substances. Accordingly, each unnecessary trans- 
fusion increases the possibility of sensitivity de- 
veloping. This feature cannot be too strongly 
emphasized in the young, the individual of child- 
bearing age or the individual expected to require 
repeated transfusions. A recent study revealed 
that 1.4 per cent of blood recipients had devel- 
oped immune-type antibodies making the possi- 
bility of transfusion reactions very likely. This 
figure can be expected to rise with the continual 
use of blood. In addition, many antibodies once 
considered rare are now being seen with regular- 
ity. Unfortunately, many of these antibodies will 
be undetected unless meticulous immunohemato- 
logic procedures are used by expert technicians. 
In this category, a recent two-year study of 
erythroblastosis and transfusion reactions en- 
countered in a 300-bed general hospital revealed 
anti-D(Rh,) as being implicated in only 65 per 
cent of the cases. Other antibodies implicated 
were anti-K, anti-C, anti-E, anti-c, anti-P, anti- 
Le*, anti-Fy* and anti-Ti*. How well equipped 
is your laboratory to detect and handle these 
problems? 


Practical Difficulties 
m Transfusion Therapy 


The rather impressive list given above should 
make it quite obvious that whole blood trans- 
fusion is not a final answer to replacement ther- 
apy. In addition to the dangers inherent in trans- 
fusion therapy as given above, whole blood pre- 
sents many practical difficulties. These may be 
briefly summarized: 

1, An expiration date of 21 days. It is appar- 
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ent that a product as crucial as blood must al- 
ways be present in adequate amounts. The short 
expiration date makes it mandatory for trans- 
fusion services to carry an excess; accordingly, 
an average expiration of 10 per cent is not un- 
usual. 

2. Storage facilities: Whole blood must be 
stored at 4° C. Expensive and complex moni- 
toring and alarm systems are essential. Because 
of the large volume of a unit of blood, expensive 
refrigeration is necessary. 

8. Blood is a dangerous product. For its effi- 
cient use, highly skilled and trained technician 
aid is essential. Laboratory procedures available 
are complex, difficult to interpret and time con- 
suming. The difficulties in immunohematologic 
testing are made further complex with the real- 
ization that although a laboratory error is un- 
fortunate in the usual clinical laboratory, this 
error in the blood bank may result in the death 
of a patient. 

4. Although true emergencies requiring imme- 
diate transfusion are rare, they do occur. In 
these circumstances, perfunctory and abortive 
laboratory studies have to be resorted to with 
the possibility of major calamities. In these situ- 
ations, a product which can be used instantly 
must be available. 

5. In these days of mass transfusion, the blood 
donor has assumed a crucial position. The Red 
Cross, by making the community aware of its 
responsibility with the volunteer blood donor 
program, has done much to make blood avail- 
able. In spite of this, the increasing demand for 
blood taxes most blood centers. New medical de- 
velopments such as extracorporeal circulation 
and hypothermia have bankrupted the blood 
donor supply of many communities. 


Blood Derivatives 


Many of these difficulties can be overcome 
with the use of blood derivatives. The concept of 
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fractionation of blood was brilliantly launched 
by Cohn and his group. 


SERUM ALBUMIN 


The first blood derivative obtained, serum al- 
bumin, illustrates many of the advantages that 
can be obtained with this approach. 

1. The product can be concentrated, e.g., 100 
ml. contains albumin found in 500 ml. of whole 
blood. 

Thus, storage facilities are materially reduced 
and more rapid infusions of the therapeutic 
product can be obtained. 

2. The obtained product is stable for many 
years. 

3. In processing albumin, the viruses causing 
infectious hepatitis and homologous serum jaun- 
dice are destroyed. 

4. The absence of cellular elements of different 
specificity eliminates the danger of sensitization 
with repeated infusions. In addition, infusions 
are rapidly available and complex laboratory 
procedures and expert laboratory personnel are 
not necessary. 

5. Albumin can be produced from plasma, per- 
mitting the erythrocytes to be used for one pa- 
tient and the albumin for a second patient. 

6. Once the product is obtained for a specific 
purpose, e.g., shock, many other medical uses be- 
come apparent, e.g., burns, ascites, pulmonary 
edema, nephrotic syndrome, ete. 

7. Another medical dream becomes a reality. 
By obtaining the pure protein, it now becomes 
possible to treat a disease due to the lack of a 
specific substance directly with the specific sub- 
stance. 


The Fractionation of a Unit of Blood 


Whole blood consists essentially of a liquid 
matrix, plasma, in which various cellular elements 
are suspended. Each of these compartments may 
be fractionated. 
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CELLULAR ELEMENTS 


The fractionation of cellular elements of whole 
blood is a relatively new approach in which re- 
search is just developing. 

Erythrocytes: Frozen Red Cells. It has been 
found that when erythrocytes are separated from 
plasma, suspended in a solution containing ap- 
proximately 20 per cent glycerol and rapidly 
frozen at —79° C., they may be stored for long 
periods of time. Studies indicate that erythro- 
cytes so stored may be transfused after at least 
18 months’ storage maintaining a survival time 
similar to that of blood stored in the usual fashion 
for two weeks. The implications of this work are 
evident and it may be anticipated that the entire 
technique of blood banking may be changed. A 
second procedure offers even more promise. By 
spraying whole blood directly into liquid nitrogen, 
instantaneous freezing is obtained and excellent 
erythrocyte survival is found. The mechanics of 
this approach are still to be worked out. 

Packed Red Cells. By centrifuging a bottle of 
blood and removing the plasma, packed red cells 
may be prepared. The use of this preparation has 
many advantages. Basically the material can be 
used to supply the desired erythrocytes in half 
the volume of fluid as given in the usual trans- 
fusion. Its use may be summarized as follows: 
(1) in pre- and postoperative patients in which 
the problem of fluid balance arises; (2) in the 
presence of circulatory insufficiency or overt con- 
gestive failure, and (3) in the elderly where car- 
diovascular abnormalities exist. The preparation 
of packed red cells necessitates entering the bottle 
of blood to remove the plasma. Because of the 
possible break in sterility, such blood should be 
used within 48 hours of preparation. If packed 
cells are not available, the physician may prepare 
a similar preparation. By simply turning a bottle 
of blood upside down for a few hours it is possible 
to transfuse the sedimented erythrocytes only, 
discarding the plasma. 
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Leukocytes: Reports using leukocytes in the 
treatment of acute leukemia and systemic lupus 
erythematosis have been presented. At this time 
there is little data to support such a therapeutic 
approach. 

Thrombocytes: The search for an effective 
means of supplying either viable thrombocytes or 
an active preparation from thrombocytes con- 
tinues. Two major factors appear to be concerned 
in the survival of thrombocytes in donated blood: 
(1) The survival of thrombocytes appears to be 
inversely proportional to the extent of manipula- 
tions and (2) Thrombocytes in contact with a 
wettable surface (glass) disintegrate rapidly. The 
use of thrombocyte-rich blood has generally been 
disappointing in the treatment of chronic throm- 
bocytopenic states. However, in the preoperative 
treatment by splenectomy and in the treatment 
of acute, severe thrombocytopenic states charac- 
terized by hemorrhage and extensive purpura, re- 
sults are frequently gratifying. A relatively re- 
cently recognized syndrome of thrombocytopenia 
associated with bleeding and purpura as a com- 
plication of major surgery with multiple trans- 
fusions can be efficiently treated and often pre- 
vented with the use of thrombocyte-rich blood. 
In these cases it is postulated that loss of throm- 
bocytes occurs during bleedings; multiple trans- 
fusions of bank blood stored in glass containers 
replace the erythrocytes but do not supply throm- 
bocytes. After eight to 12 transfusions, thrombo- 
cytopenia with bleeding may result. As yet, there 
is no entirely satisfactory approach to the prob- 
lem of supplying physiologic thrombocytes. The 
following techniques are being investigated: 

Plastic Bags. At present, the procedure of 
choice is the transfusion of fresh blood collected 
in a plastic bag. It should be emphasized that 
progressive breakdown of thrombocytes occurs 
even in this container. For most efficient results, 
it is recommended that blood so collected be 
transfused as soon as possible. Recent studies 
indicate that blood collected in silica-treated glass 
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bottles preserves essentially the same amount of 
thrombocytes as plastic bag collected blood. 
However, the current trend is to use the plastic 
bag containers. 

Platelet Packs. Occasionally the problem arises 
of severe thrombocytopenia associated with nor- 
mal or polycythemic erythrocyte levels. One ap- 
proach has been to phlebotomize the patient and 
then transfuse with plastic bag blood. A more 
recent approach is to collect blood in a plastic 
bag, centrifuge it at 500 to 1,000 r.p.m. for ten 
minutes, and then remove the thrombocyte-rich 
plasma into a second plastic container. This 
thrombocyte-rich plasma may then be used, or it 
may be recentrifuged at a faster speed, the plasma 
removed and the thrombocyte button, in approx- 
imately 50 ml. of plasma, transfused. 

Other Techniques. Studies indicate that lyophi- 
lized thrombocytes and individual fractions of 
thrombocytes are efficient in temporarily correct- 
ing thrombocytopenic deficiencies. Chloroform 
extracts of brain tissue appear to be a good source 
of thromboplastin and other agents with throm- 
bocytelike effect, and apparently can be used 
with safety. These studies are still purely experi- 
mental. The use of thrombocytes stored in gelatin 
molds is also being investigated. 


PLASMA FRACTIONS 


Plasma as a blood derivative is well known for 
its lifesaving qualities in the treatment of shock 
and for its replacement value in hypoproteinemic 
states. Widespread use was made of this deriva- 
tive in the lyophilized form. However, the inci- 
dence of homologous serum jaundice and infec- 
tious hepatitis resulting from its use was prohibi- 
tive—an incidence of 20 per cent reported in some 
series. The use of irradiation with ultraviolet light 
was unsuccessful in controlling this problem. Two 
plasma products are now in general use. 

Liquid Plasma Stored at Room Temperature: 
It has been found that the storage of liquid plas- 
ma at room temperature for a minimum of six 
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months apparently inactivates the viruses causing 
hepatitis. At this time, this preparation appears 
to be the only satisfactory means of preparing 
whole plasma in a form safe to administer. It 
should be emphasized that there is no known 
way to determine before transfusion whether 
either whole blood or plasma will lead to the 
development of hepatitis. 

Fresh Frozen Plasma: This preparation has 
been widely used in the treatment of hemophilia 
A. Basically it consists of plasma obtained from 
AB Rh positive individuals which is collected and 
frozen within a two-hour period. It is either stored 
in the frozen form or lyophilized and stored. The 
rationale for its use lies in the finding that anti- 
hemophiliac globulin (AHG) is rapidly destroyed 
unless kept frozen. 

It should be apparent from this discussion that 
there is nothing innate in this preparation which 
makes it the treatment of choice for hemophilia 
A. Rather, fresh blood collected and transfused 
in the same period of time will probably contain 
more AHG because of destruction resulting in 
manipulations. 

Plasma itself may be further fractionated to 
yield specific derivatives. Basically, the technique 
devised by Cohn and his group is still in general 
use. This procedure utilizes a variation of tem- 
perature, pH and ethanol concentration in order 
to precipitate out various products. The products 
will be described in order of precipitation during 
the commercial fractionation procedure. The il- 
lustrations have been modified from a chart sup- 
plied from Cutter Laboratories describing the 
procedure employed by this institution (Figure 1). 

PTC and Prothrombin: Hemophilia B, Christ- 
mas disease or PTC deficiency, as it is generally 
called, presents a picture clinically indistinguish- 
able from classic hemophilia. It is caused by a 
deficiency of a specific serum protein, PTC, and 
must be distinguished from hemophilia A for effi- 
cient therapy. The successful fractionation of this 
derivative may offer great advances in both the 
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ease of diagnosis and efficiency of therapy. Its 
use is still purely experimental. 

Fibrinogen: This product represents the major 
derivative obtained from Fraction I. The use of 
fibrinogen is indicated in two major pathologic 
states. 

Afibrinogenemia. This condition, characterized 
by a diminution of available fibrinogen may be 
rarely encountered in a congenital form. The 
most common etiology for afibrinogenemia, how- 
ever, is pregnancy complicated by either placenta 
abrupto or amniotic fluid embolization. In these 
cases, blood will not clot and death rapidly re- 
sults from acute hemorrhage. Transfusion ther- 
apy alone is usually inadequate either to control 
bleeding or to replace fibrinogen. It usually re- 
quires 4 to 6 Gm. of fibrinogen rapidly transfused 
to control this condition and this therapy has 
been very satisfactory. The scarcity and expense 
of this derivative may be understood when it is 
realized that approximately 30 units of whole 
blood must be fractionated to supply approxi- 
mately 5 Gm. of fibrinogen. 

Circulating Fibrinolysin. This state usually re- 
sults from the activation of normally inactivated 
fibrinolytic systems in the blood; e.g., plasmino- 
gen— plasmin. Clinically a circulating fibrinoly- 
sin may complicate carcinoma of the prostate, 
septicemia, shock and extensive surgical proce- 
dures. Ordinarily, laboratory studies demonstrate 
that a clot will form; however, this clot usually 
disintegrates rapidly. Infusions of fibrinogen often 
help to control bleeding in these cases. It should 
be mentioned that estrogen therapy is of great 
aid when carcinoma of the prostate is the under- 
lying lesion. 

Serum Globulin: This important derivative of 
plasma finds its clinical usefulness from the fact 
that the immune antibodies are contained in the 
preparation. Conditions in which efficient pro- 
phylaxis has been well demonstrated include: 
(1) poliomyelitis, (2) measles and (8) infectious 
hepatitis (but not homologous serum jaundice). 
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In addition, immune globulin obtained from con- 
valescent serum has been successfully used in 
many other disease states, notably smallpox and 
whooping cough. A few reports have also indi- 
cated that serum globulin may abort herpes 
zoster. 

Special mention should be made of agamma- 
globulinemia and hypogamma-globulinemia. This 
condition may occur in either a congenital or 
acquired form. Clinically it is characterized by 
repeated infections which linger and respond 
poorly to the usual therapeutic approaches. The 
respiratory tract is particularly susceptible and 
the repeated infections usually lead to bronchiec- 
tasis. An essentially normal state may be restored 
and permanent damage prevented by the regular 
administration of serum globulins. 

Plasmin: This material is fractionated from 
plasma in the usual physiologically inactivated 
form of plasminogen. By the use of streptokinase, 
this material is converted to plasmin which acts 
as a fibrinolytic agent. 

As yet, the use of this material is purely ex- 
perimental. Studies have indicated that in vivo 
this material possesses the ability to lyse fibrin 
clots. Experimentally, pulmonary embolization 
has been treated successfully by this agent. The 
major hindrance to the use of this material in 
disease states characterized by intravascular clot- 
ting stems from the finding that plasmin must 
be introduced in close proximity to the clot for 
efficient lysis. If this handicap can be overcome, 
its application in coronary thrombosis, cerebral 
thrombosis, pulmonary embolization, etc., may 
be a major contribution. 

Ceruloplasmin: This serum protein is the nor- 
mal copper binding protein. In Wilson’s disease, 
or hepatolenticular degeneration, in spite of an 
increased copper concentration in various organs, 
the ceruloplasmin is low. The successful fraction- 
ation of this material has initiated several studies 
on the use of this material in this disease. In view 
of the familial nature of Wilson’s disease, the re- 
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sults of these studies may be particularly im- 
portant. At this time, the use of ceruloplasmin is 
purely experimental. 

Siderophilin or Iron-transferrin: This serum pro- 
tein is the normal iron-carrying protein. As yet 
no therapeutic use for this material has been 
found. However, it is extremely valuable in ex- 
perimental studies using radioactive iron. 

Cholinesterase: This enzyme is widely distrib- 
uted in nervous tissue, erythrocytes and plasma. 
Its action is to hydrolyze acetylcholine into the 
less active compounds choline and acetic acid, 
thereby permitting normal function of the auto- 
nomic nervous system. To date, little clinical ap- 
plication has been found for this material. The 
most important uses are the treatment of nerve 
gas (DFP) poisoning, and treatment of certain in- 
secticide poisonings. 

Serum Albumin: This material has long repre- 
sented the major blood derivative obtained by 
fractionation of plasma. It may be used in all 
conditions in which plasma is indicated; at the 
same time it possesses certain advantages over 
plasma and whole blood, as previously outlined. 
The use of serum albumin must be approached 
with caution. The following miscellaneous com- 
ments may be made: 

1. The shifting of tissue fluid into the vascular 
compartment because of serum albumin may pre- 
cipitate pulmonary edema. 

2. When paracentesis is being utilized in the 
presence of ascites, serum albumin has little 
value. 

3. ACTH therapy in the nephrotic stage is fre- 
quently more efficacious than albumin therapy. 

4. When malignancies are present and serum 
albumin therapy is used because of malnutrition, 
often there is rapid tumor growth and although 
clinical improvement may result, the patient 
may have an earlier demise. 

Miscellaneous Products: Certain other prod- 
ucts have been obtained by the fractionation of 
whole blood. They may be listed as follows: 
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1. Blood group substances. 

2. Fibrin foam. 

3. Thrombin. 

4. Antihemophilia globulin. This serum pro- 
tein, a deficiency of which leads to the clinical 
picture of classic hemophilia A, was successfully 
fractionated and extensively tried clinically. Re- 
sults were disappointing and it no longer is pro- 
duced commercially. Some of the problems en- 
countered with this derivative illustrate several 
of the problems underlying the therapy of specific 
diseases by specific plasma substances: (1) Com- 
mercially it was not possible to assay accurately 
the potency of the preparations—biologic testing; 
(2) Patients treated with this derivative may well 
have been suffering from other diseases with sim- 
ilar clinical pictures, e.g., PTC, PTA deficiencies. 
To treat specifically, it is essential to diagnose 
specifically ; (3) Tolerance appears to develop with 


repeated doses, and (4) The formation of anti- 
bodies against the derivative may occur. 

This pattern of fractionation has represented 
one of the most fascinating developments of re- 
cent medical research. One general principle has 
become apparent. As new plasma substances are 
discovered, diseases involving these substances 
become apparent. The ideal therapy, obviously, 
will be exact replacement of the deficiency. In 
this respect the use of blood derivatives will be a 
valuable tool to the physician’s armamentarium. 
With the progressive increase in the use of whole 
blood transfusion and blood derivatives, blood 
fractionation will be essential for the efficient use 
of the elusive blood donor. Perhaps the day will 
arrive when 1 unit of blood will be made avail- 
able for a dozen patients, rather than the waste- 
ful transfusion of unnecessary fractions as whole 


blood. 


HERE’S A HELPFUL HINT... 


About Upper 
Gastrointestinal Bleeding 


THE MANAGEMENT of gastrointestinal bleed- 
ing will vary as to the site and cause of the 
bleeding. This is especially true in the 
management of esophageal bleeding from 
varices as compared to peptic ulcer bleed- 
ing. Without a skilled esophagoscopist the _ 
differential diagnosis is extremely difficult 
because many patients with. cirrhosis also 
have peptic ulcers and often bleed from 
sites other than varices. 

Many laboratory procedures have been 


sought that may be of aid when an endo- Wa 
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ae scopist is not available. A high correlation 
orices 


exists between elevated BSP and ammonia 


than 20 per cent (45 minutes determina- 
tion using an initial dose of 5 mg./Hg) 
and a blood ammonia of greater than 150 
mg./100 ml. suggest that the bleeding is 
probably from esophageal bleeding. Shock, 
fever, obesity and congestive heart failure 
will also produce an elevated BSP. On the 
other hand, the determination of ammonia 
is of no value if the patient is on oral 
antibiotics. 

In the absence of a skilled endoscopist 
the rapid determination of blood BSP and 
ammonia levels can be of assistance to the 
physician in the differential diagnosis of 
the upper gastrointestinal bleeding. 

—LEON G. SMITH, M.D. 
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Weights of Infants of Toxemic Mothers 


BEAUDRY and Sutherland have undertaken a 
comparative study of the birth weights of infants 
of toxemic mothers and of nontoxemic control 
infants. Weights at birth and calculated gesta- 
tional age at the time of delivery were correlated. 
Contrary to what is generally believed, birth 
weights of the toxemic group were not lower than 
those of the control group. The two groups did 
not differ from one another by any method of 
analysis. (J. Pediat., 56:505, 1960.) 


Pyloric Stenosis in Premature Infants 


BETWEEN 8 and 6 per cent of cases of congenital 
pyloric stenosis occur in children born prema- 
turely. Wilson reports the cases of five premature 
infants who underwent surgical repair of pyloric 
stenosis. This author stresses the clinically-pro- 
gressing symptomatology in these infants and 
points out the dissimilarities of the illness in pre- 
mature and full-term infants. 

In full-term infants, pyloric stenosis is usually 
diagnosed in the fourth to sixth week of life after 
approximately two weeks of symptoms. In in- 
fants born prematurely, the onset of the symp- 
toms is later than this expected average. In one 
of the cases reported by Wilson, vomiting ap- 
peared at three weeks after birth but progressed 
so slowly that it did not become notable until 
one month later. It appeared that the first ap- 
pearance of a notable increase in vomiting oc- 
curred a few days after the change from gavage 
to nipple feeding. Wilson suggests that an in- 
crease in pyloric peristalsis and resulting edema 
might have occurred at that time. 

In these cases, vomiting was often thought to 
be due to a nonsurgical condition. The vomiting 
was nonforcible in all instances, and this tended 
to de-emphasize the possibility of pyloric stenosis. 
Temporary improvement after feeding changes 
or medication further delayed the diagnosis. 
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An analysis of Wilson’s cases prompts the 
following conclusions. Vomiting without bile, 
weight loss or failure to gain, and voracious appe- 
tite in the premature infant of less than three 
months of age are likely to represent pyloric 
stenosis. The diagnosis may be made definite 
after palpation of the pyloric tumor. Particularly 
in the case of the premature infant who has been 
in the hospital since birth, the diagnosis should 
be made prior to deterioration of the infant’s 
health. A prompt operation, with a reasonable 
time for fluid and electrolyte correction, may be 
followed by as prompt a recovery period as in 
full-term infants. (J. Pediat., 56:490, 1960.) 


Psittacosis from Turkeys 


BLATTNER reviews some recent reports on the 
transmission of psittacosis from domestic fowl to 
man. The incidence of psittacosis as a clinical dis- 
ease in the human subject is increasing. From 
1952 to 1954, a total of over 300 cases were re- 
ported, primarily among workers whose tasks 
involved the plucking and dressing of turkeys. 
The increasing incidence of the disease is well 
demonstrated by the fact that in a single year 
(1955 to 1956) the incidence of this disease in- 
creased 90 per cent (278 to 508 cases). 

The clinical manifestations of this disease vary 
widely. Recent reports also suggest that the in- 
cubation period is characterized by considerable 
variability. Yow and his colleagues recently de- 
scribed a turkey-borne epidemic in Texas. That 
report concerned itself with the clinical and 
pathologic findings, and in particular it describes 
two cases with liver involvement. According to 
those authors, the most helpful laboratory find- 
ing with respect to diagnosis was the rising titer 
of complement-fixing antibodies during the 
course of clinical recovery. These are usually de- 
tectable by the end of the first week of illness. 

Blattner emphasizes the importance of early 
diagnosis. From the evidence of recent reports 


Volume XXII, Number 3 GP 


oe 
‘ 
| 
| 
= 


he stresses the early initiation of tetracycline 
therapy. This therapy is especially indicated in 
those instances where definite exposure to the 
agent is known. (J. Pediat., 56:559, 1960.) 


Staphylococcal Endocarditis 


TEN YEARS ago, staphylococcic endocarditis was 
considered an unusual septic complication. Since 
1952, however, it has been increasing in frequency 
at an alarming rate. Concomitantly with this in- 
crease there has been a marked rise in the mor- 
tality associated with this infection. The mag- 
nitude of this problem has prompted Lisan and 
his colleagues to analyze the 38 cases of staphy- 
lococcic endocarditis seen at their hospital be- 
tween 1949 and 1958. 

The striking increase in incidence, with mor- 
tality rates, in this series, is shown in the chart at 
the right. 

The antecedent heart disease was rheumatic 
in origin in the majority of the patients. Over 
half the patients had previous cardiac surgery. 
The clinical manifestations of endocarditis were 
variable. Fever was present in all patients, and 
was the presenting complaint in an overwhelming 
majority. Other presenting symptoms were 
vomiting and diarrhea (one case) and classic con- 
gestive heart failure (two patients). Changing 
heart murmurs were noted in only three patients. 
Ten patients developed congestive heart failure 
for the first time during the course of the illness. 
Four patients had embolization. (In the five 
autopsied patients, septic emboli to other organs 
were present in all cases.) 

Leukocytosis was variable, and only one pa- 
‘tient beeame anemic. Coagulase-negative staphy- 
lococci were cultured at least twice from the 
blood of 29 patients. The other. nine patients had 
coagulase-positive organisms. Disk method sensi- 
tivity tests showed a great variety of sensitivities 
of these staphylococci to antibiotics. 

In 14 patients, the organism tested as sensitive 
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to all antibiotics. In two cases, the organism was 
sensitive to all antibiotics except penicillin. In 
one instance, the organism was sensitive only to 
penicillin. Therapy was equally varied, penicillin 
being used initially in most cases. 

The type of antecedent heart disease was of 
major importance in determining recovery from 
this illness. Four out of five patients with con- 
genital heart disease recovered. This is in con- 
trast to the rheumatic groups in which one out of 
every three died. Valve involvement was also of 
great importance; involvement of the aortic 
valve resulting in death in over 60 per cent of 
cases. The major predisposing causes of these 
infections were cardiac surgery and foci of infec- 
tions. 

These authors emphasize the pitfalls of disk 
method antibiotic sensitivity tests. Penicillin was 
found to be ineffective in most of the in vitro 
tests, yet, when used in large doses, it produced 
the greatest number of recoveries. (Am. Heart 
J., 59:184, 1960.) 
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Incidzxce and mortality due to staphylococcal endocarditis, 
1949 to 1958. 
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Adrenal Tests 


Cope and Black review the uses and limitations 
of a variety of clinical laboratory procedures de- 
signed to test the function of the adrenal cortex. 
The 17-ketogenic steroids output correlates 
better with actual cortisone production as 
measured by the isotope technique but it is of 
limited value in detecting minimal increases in 
adrenal function. On the other hand, urinary 
cortisol levels are of very limited value in the 
detection of adrenal insufficiency. The authors 
indicate that while the 17-keto steroid deter- 
mination is probably the best general test, its 
limitations should be considered when it is being 
used in clinical diagnosis. (Brit. M. J., 2:5160, 
1959.) 


Radioactive Iodine in Chronic 
Pulmonary Insufficiency 

THE TREATMENT of chronic pulmonary insuffi- 
ciency is often discouraging despite the judicious 
use of all standard forms of therapy. In patients 
with pulmonary disability dyspnea occurs when 
the breathing requirement approaches the breath- 
ing capacity. Reduction of metabolic demands of 
the body by inducing hypothyroidism with radio- 
active iodine (I) will decrease breathing or 
oxygen requirements and thereby lessen dyspnea. 

Ellison and associates treated 23 patients with 
severe pulmonary insufficiency using radioactive 
iodine and followed them for two and one-half 
to three and one-half years after therapy was in- 
stituted. The clinical response was considered 
excellent in seven patients (30 per cent), good in 
two (9 per cent), fair in six (26 per cent) and poor 
or none in eight (35 per cent). Pulmonary func- 
tion studies revealed no significant improvement 
in lung volumes or in the mechanics of breathing. 
In the majority of patients oxygen uptake was 
reduced, total and alveolar ventilation decreased, 
alveolar and arterial tension increased and the 
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arterial carbon dioxide tension decreased. The 
enigma of these results is that although the same 
physiologic response occurred in the majority of 
patients, some were benefited, whereas others 
were not. Conversely, a few improved clinically in 
spite of no favorable alteration in laboratory data. 

These results appear gratifying in respect to the 
severity and duration of disease in these patients. 
Even a “fair’’ response meant a great deal to the 
patient. While it is difficult to predict which pa- 
tient will respond favorably to therapy with I", 
it seems that the euthyroid patient with a de- 
creased arterial oxygen tension and increased 
arterial pressure of carbon dioxide is most likely 
to be helped. (Am. Rev. Resp. Dis., 80:181, 1959.) 


Penicillinase 

THE COMMITTEE on Drugs of the Research Coun- 
cil of the American Academy of Allergy has re- 
ported on the use of penicillinase in the treatment 
of allergic reactions to penicillin. It is concluded 
that this protein enzyme is an extremely useful 
agent in the treatment of certain types of sen- 
sitivity reactions occurring in relation to the 
administration of penicillin. Rapid improvement 
following intramuscular administration of peni- 
cillinase was observed in some reactions of the 
serum sickness type, acute urticarial and nonurti- 
carial eruptions, and chronic urticaria. However, 
a number of similar cases failed to improve in 
response to the same treatment. 

Two injections of 800,000 units each, adminis- 
tered intramuscularly at an interval of three days, 
appeared more effective than a single dose. 
There was no evidence that this enzyme is useful 
in the treatment of the acute anaphylactic reac- 
tion. Side effects with this treatment included 
local pain and swelling, and systemic febrile reac- 
tions. Penicillinase itself is antigenic and reac- 
tions of the anaphylactic type have been reported 
following its administration. (J. Allergy, 30:549, 
1959.) 
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Hyaline Membrane Disease 


PULMONARY hyaline membrane disease has been 
indicated as the causative agent in 15 to 50 per 
cent of neonatal deaths. An estimated 25,000 
deaths are caused from this condition each year in 
the United States. The old theory of the hyaline 
membrane’s resulting from aspirated amniotic 
fluid has been largely discarded. Current re- 
search favors a syndrome of multiple causation 
and occurring most often in the premature infant. 
A large increase in blood volume accompanied by 
a functional ductus and followed by a drop in pul- 
monary blood pressure with resultant pooling of 
blood in the lungs would predispose to exudation 
and hyaline formation. While this is admittedly 
speculative, it does give some idea of the current 
research activity in this most fatal complication 
of birth prematurity. (California Med., 92:4, 
1960.) 


Emphysematous Heart 


McMICHAEL presents a vivid clinical picture of 
the patient with emphysematous heart failure. 
Temperature is seldom above 100°F. Episodes of 
productive cough disturb the otherwise breath- 
iess, dusky and often drowsy patient. The chest 
is usually but not invariably barrel-shaped, 
moves poorly, and in addition to the usual 
rhonchi and rales, there is nearly always indraw- 
ing of the lower intercostal spaces with relative 
silence on listening with the stethoscope over 
these lower lung zones. The air passages to these 
areas are obviously blocked with mucopus, 
though air may be heard to enter when the pa- 
tient makes a maximal inspiratory effort. Occa- 
sionally these areas show up in a radiograph as 
areas of collapse, but usually in spite of this 
auscultatory silence, the lungs are translucent. 
The facies is often characteristic, with a dusky 
flush, bluish lips and mucous membranes, in- 
cluding congested conjunctivae. Cheeks and lips 
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are puffed out at each short breath. According to 
the severity of the condition, the patient’s men- 
tal state is clouded. In severe instances the pa- 
tient is drowsy, or mentally muddled and con- 
fused. The condition often resembles drunken- 
ness in that the patient can pull himself together 
to answer commands or peremptory questions 
though he relapses quickly into incoherence. 
(Prog. in Cardiovascular Dis., 1:446, 1959.) 


Minamata Disease 

MCALPINE describes an unusual neurologic dis- 
order caused by the ingestion of contaminated 
fish. The name of the syndrome is that of a small 
industrial town situated in southern Japan. Be- 
tween 1953 and 1956, a fishing village located on 
the bay, into which flowed the effluent from a 
large fertilizer factory, was stricken by an ob- 
scure neurologic disease. This disease was char- 
acterized by cerebellar signs, deafness, disturb- 
ance of vision, increased salivation and dys- 
phagia. There was a mortality rate of 37 per cent. 
Experimentally, the disease could readily be pro- 
duced in cats by feeding them with fish from 
Minamata Bay. Close investigation of the possi- 
ble toxins involved in this outbreak centered 
about thallium as a possibility. Other toxins being 
considered are selenium and manganese. Investi- 
gators from the National Institutes of Health 
have been invited by the Japanese authorities to 
join in the search for a toxin and at present this 
search is centering about thallium. (A.M.A. 
Arch. Neurol., 1:522, 1959.) 
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Gamma-Globulin Concentrations 
in Bronchiectasis 


PITTMAN studied 52 patients with long-standing 
bronchiectasis to determine the extent of gamma- 
globulin deficiency. This study was made in an 
attempt to find something that would explain the 
peculiar susceptibility of these patients to recur- 
rent pneumonias and serious infections of the 
respiratory tract. Not a single instance of de- 
ficiency of gamma-globulin in ambulatory pa- 
tients was discovered. (Am. Rev. Resp. Dis., 81: 
251, 1960.) 


Isolation of Trachoma Virus 


TRACHOMA is a very common and serious eye 
disease throughout the world, although in the 
United States it occurs at a low endemic level, 
chiefly in the West and Southwest. The elemen- 
tary bodies and inclusion bodies found in the con- 
junctival scrapings from patients with trachoma 
have long been accepted as the probable etiologic 
agent. Recently, investigators have grown from 
trachomatous eyes (in Asia and Africa) strains of 
elementary-body viruses that are antigenetically 
related tothe psittacosis-lymphogranulomagroup. 

Hanna and coworkers now report the isolation 
of a similar agent from a patient with clinical 
trachoma in California. This 36-year-old man 
developed a red eye with moderate yellow dis- 
charge and a nontender left preauricular lymph 
node. Some clinical improvement was noted in 
the next month under treatment with chloram- 
phenicol eye drops. When the other eye then be- 
came involved, the antibiotic was changed. As 
the disease progressed, conjunctival scrapings 
showed many inclusions typical of trachoma. 
Bacterial cultures were negative. Intensive anti- 
biotic therapy for the following three months 
resulted in apparent cure. 

The conjunctival scrapings were injected into 
embryonated eggs. In the third egg passage, all 
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embryos died and elementary bodies were seen in 
profusion. This virus was shown serologically to 
belong to the psittacosis-lymphogranuloma group. 
When instilled into monkey eyes, it produced 
acute follicular conjunctivitis with typical in- 
clusion bodies. 

This appears to be the first isolation of this 
virus from a case of trachoma arising in the 
United States. Its biologic and epidemiologic 
characteristics are under further study. (Science, 
130:1339, 1959.) 


Bronchogenic Carcinoma 


THE STUDY represents the data collected from 
248 cases of bronchogenic carcinoma during the 
period from 1949 to 1958. 

The following terms are used by the author to 
define operative catagories: 

1. Standard resection. The surgical specimen 
consists of pulmonary structures, parietal pleura 
and mediastinal lymphatic tissue. 

2. Extended resection. Extrapleural structures 
invaded by carcinoma are also removed, so that 
the surgical specimen may also include portions 
of trachea, pericardium, atrium, intrapericardial 
vessels, chest wall, diaphragm and esophagus. 
(Both class 1 and class 2 resections are considered 
to render the patient potentially cured.) 

3. The “noncurative resection” in this group 
are patients that are found to have inaccessible 
carcinoma, but the major lesion is removed to 
avoid secondary complications of the tumor such 
as an obstructive pneumonitis, abscess formation 
or obstructive emphysema. 

4. The “palliative resection.” This group of pa- 
tients were known to have removed metastasis 
prior to thoracotomy. Resections were performed 
to palliate symptoms such as cough, pain and in- 
fection. 

5. “Explored only.” In this category patients 
were found to have perfuse pleural implants or 
other findings indicating an early fatal outcome. 
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Chamberlain and colleagues performed 142 
standard procedures, 43 extended resections, six 
palliative resections and 57 exploratory thora- 
catomies without any other procedure. The total 
operative mortality rate was 9.3 per cent for all 
groups. In the extended resection the mortality 
rate (18.6 per cent) and complication (30.2 per 
cent) are approximately twice that of the stand- 
ard procedure. 

Of the patients who had a standard resection 
the mean survival is 21.6 months to date, with 
36.7 per cent still living and potentially cured. Of 
the group subjected to the extended resection the 
mean survival time is 16.7 months to date, with- 
out 50 per cent of these patients still living and 
potentially cured. There are 22 three-year survi- 
vors in the standard resection group and two in 
the extended resection group. 

This favorable survival pattern, compared to 
the patients in the noncurative resection group 
and those only explored, should lend encourage- 
ment to an aggressive surgical attitude in treating 
this disease. (J. Thoracic & Cardiovasc. Surg., 38: 
727, 1959.) 


Levarterenol-Phentolamine Mixtures 


LEVARTERENOL by slow intravenous drip is the 
vasopressor drug most frequently employed in 
the treatment of shock. However, it is well known 
that accidental extravasation may produce such 
intense local vasoconstriction that ischemic 
necrosis of the skin may ensue. This vasocon- 
striction may be reversed by prompt injection of 
the antiadrenergic drug phentolamine (Regi- 
tine®) into the area of extravasation. However, 
after irreversible tissue damage has occurred the 
method is not effective. Sucker and Eisinger have 
studied the effectiveness of levarterenol-phento- 
lamine mixtures, particularly the least amount of 
phentolamine that will inhibit the local vaso- 
constrictor action of doses of levarterenol 
usually employed in the treatment of shock. 
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These experiments were conducted in rabbits. 
Infusions were given subcutaneously at the 
center of the shaved abdomen. The volume of 
infusion was 250 ml. infiltrated during a two-hour 
period. The doses of levarterenol and phento- 
lamine used in these experiments are shown in 
the chart below. 

This chart is modified from the published graph 
of Sucker and Eisinger, and shows that levarter- 
enol-phentolamine mixtures that contained 2.5, 5 
and 10 mg. phentolamine did not produce slough. 
Those containing 0.5 and 1 mg. phentolamine 
prevented slough only for mixtures with 8 mg. 
levarterenol. Sloughs were reduced with mixtures 
containing 16 and 32 mg. levarterenol and 1 mg. 
phentolamine. ? 

These results suggest that mixtures containing 
2.5 mg. phentolamine per liter might be free from 
the ischemic hazard. However, these authors 
emphasize that the circulation in extremities of 
patients in shock is not comparable to that in the 
skin of the abdomen of normal rabbits. Intense 
vasoconstriction commonly associated with shock 
may increase the requirement for phentolamine. 
(Proc. Soc. Exper. Biol. and Med., 103:260, 1960.) 
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Chart showing effect of varying concentrations of phentolamine 
in prevention of levarterenol necrosis. 
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A Screening Test for Pheochromocytoma 


ROBINSON, Ratcliffe and Smith have made use of 
a new, simple and rapid test to detect increased 
urinary secretion of norepinephrine. It is based 
upon the detection in the urine of the metabolic 
product of epinephrine and norepinephrine, 
vanillyl mandelic acid. A rapid, two-dimensional 
tapered chromatograph may be used for the semi- 
quantitative method of vanillyl mandelic acid in 
the urine. Laboratories which cannot undertake 
frequent examination of urine for catechol amines 
may be easily able to screen relatively large num- 
bers of urine by this technique. The method has 
its greatest value in urines giving a negative re- 
sult, as a positive result requires more detailed 
studies. Certain dietary ingredients may produce 
spots on the chromatogram which can be mis- 
taken for vanillyl mandelic acid—in particular, 
the subject being tested should avoid bananas, 
coffee and citrus fruits. (J. Clin. Path., 12:541, 
1959.) 


Infantile Autism 


THE SYNDROME of early infantile autism has been 
regarded as the earliest form of schizophrenia. It 
is characterized by an inability to relate to per- 
sons in the normal fashion, muteness or other 
abnormalities of speech and a tendency to react 
with a paniclike state to alterations in routine. 
While this condition is usually recognized at 3 to 
4 years of age, Lewis and Van Ferney now report 
a case in which this syndrome was recognized 
during the early months of life. 

This child was described by her mother as 
“fussy and colicky” for the first three to four 
months. At 4 months of age certain abnormalities 
in behavior were noted such as intent staring for 
hours at a time at her hand or at an object held 
before her eyes. Responses were difficult to 
elicit. She would not focus her eyes on the ex- 
aminer or her parents. By 5 months of age she 


144 


smiled only rarely. She seldom cried and when 
picked up she would arch herself away from the 
holder. A complete workup was performed at this 
age which revealed no chemical abnormalities, 
The diagnosis of early infantile autism was con- 
sidered at the age of 6 months. At the time of the 
preparation of this report the child was 2 years of 
age and speech was nonexistent except for a few 
repetitive sounds. During psychiatric examina- 
tion her abnormal behavior was accentuated by 
the presence of the mother. 

The early recognition of alterations in emo- 
tional adjustment in this child provided an op- 
portunity to follow the evolution of the syndrome 
of early infantile autism. The diagnosis has been 
supported by the subsequent development of the 
typical syndrome. An interesting feature of the 
case is the reversal of the abnormal behavior 
when the child is separated from the mother. 
The authors suggest that the outlook of these 
children may be improved if the behavioral 
changes are recognized early and the parents are 
alerted to the need of young children for warm 
human relationships. (J. Pediat., 56:510, 1960.) 


IONIZING radiation exposure may result in physi- 
cal injury, wage loss and possible limitation of 
the employee’s capacity to continue to work. All 
these effects, weighed for workmen’s compensa- 
tion, may not be evident for years after the guilty 
exposure. Donald Ream, consultant to the 
United States Bureau of Labor Standards, 
stressed particularly the time factor at the First 
Annual Governor’s Conference on Workmen’s 
Compensation in New Jersey, saying that a rat- 
ing should permit continuing evaluation. He told 
of 35 workers reported by the United States 
Atomic Energy Commission as having received 
the “maximum” radiation dose but who might 
not evince outward symptoms for years. (Publ. 
Health Rep., 75:48, 1960.) 
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Uric Acid Retention Due 
to Hydrochlorothiazide 


ELEVATION of the serum uric acid after the ad- 
ministration of chlorothiazide is well known. 
Healey and associates recorded their observations 
on the serum uric acid and urate excretion after 
the administration of hydrochlorothiazide. Their 
studies demonstrated short courses of hydro- 
chlorothiazide produced hyperuricemia in normal 
and gouty subjects and reduced urate clearance 
apparently by a tubular effect. The degree of uric 
acid retention appears to be related to dosage. 
The demonstration in the clearance study that 
the excretion of uric acid is inhibited by the drug 
appears to explain the serum uric acid elevation 
without postulating an increase in uric acid 
production. A reduced uric acid clearance is con- 
sidered to be due to an action on the renal 
tubules, a view consistent with the diuretic effect 
of the drug. 

Probenecid, 1 Gm. daily, completely reversed 
this hydrochlorothiazide effect. Acetylsalicylic 
acid and zoxazolamine also readily reversed the 
effect of chlorothiazide on uric acid retention. 
(New England J. Med., 261:1358, 1959.) 


Bilirubin Metabolism 
THE AVERAGE life span of the normal human 
erythrocyte is 120 days. At the end of this time, 
the red cells are destroyed and the hemoglobin is 
broken down. The iron and globin are used in 
body synthesis of iron-containing compounds and 
protein substances. Schmid explains how the re- 
maining porphyrin ring is opened with formation 
of the straight chain bile pigments, the most im- 
portant clinically being bilirubin. Bilirubin, 
which is water-insoluble, is carried in the plasma 
by means of its attachment to proteins, of which 
albumin is thought to be the most active. In the 
liver (see figure at the right), bilirubin is con- 
verted into water-soluble forms. This is achieved 
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NORMAL BILIRUBIN METABOLISM 


Intestine 


by conjugation with hydrophilic compounds, of 
which glucuronic acid is the most important. As 
noted, bilirubin is almost insoluble at the pH of 
plasma, whereas conjugated bilirubin is water- 
soluble. This difference in solubility probably ac- 
counts for the indirect and direct reactions which 
these two forms of pigment give with the van den 
Bergh reagent. (Bull. New York Acad. Med., 35: 
735, 1960.) 


Hallucinations with Oral Penicillin 
BJORNBERG has described three patients in whom 
the oral administration of benzylpenicillin re- 
sulted in acute psychoses. In each case, the peni- 
cillin was taken in association with probenecid, 
the latter for the purpose of elevating the blood 
penicillin levels. The author considers the possi- 
bilities that the psychotic reaction was attribut- 
able to the penicillin alone, the probenecid alone 
or to the two substances in combination. He has 
reviewed the literature and finds no reports of 
psychoses after the oral administration of penicil- 
lin alone. 

The reactions after the administration of pro- 
benecid include a wide variety of problems, how- 
ever psychoses have not been noted. Although 
the author does not specifically draw the infer- 
ence his paper suggests the prolonged elevated 
serum penicillin levels may be the responsible 
factor for the syndrome observed. This is further 
suggested by hiscomment that the acute psychot- 
ic reactions are similar to those which have been 
seen in association with the injection of procaine 
penicillin. (Acta med. scandinav., 165:207, 1959.) 
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Wegener’s Granulomatosis 


FRIEDENBERG describes a case of Wegener’s 
granulomatosis with a brief review of the subject. 
This is an acute generalized vasculitis with 
necrotizing granulomatous involvement of some 
portion of the respiratory tract. A glomerulitis 
and a skin rash are prominent features. 

In the author’s case, a 45-year-old woman was 
first seen complaining of an erythemia of the 
tragus of the left ear. This was followed by a left 
otitis externa which cleared with antibiotic treat- 
ment. At this time she complained of painful, 
swollen joints lasting 48 hours. A severe bulbar 
conjunctivitis and iridocyclitis appeared and 
never remitted. There was no weight loss, anemia 
or fever. On admission to the hospital, chest x- 
rays showed cavitation in the apices and right 
middle lobe. All tests for tuberculosis were nega- 
tive. Laboratory work included an eosinophilia of 
20 per cent and a serum globulin of 3.7 Gm. per 
cent. Urine showed proteinuria and hematuria. 

During her hospital stay the patient required 
analgesia for her joint pains and some two weeks 
after her admission developed a generalized mac- 
ulopapular rash which became necrotic. A skin 
biopsy showed acute vasculitis and a diagnosis of 
Wegener’s granulomatosis was made. The patient 
became rapidly uremic and died. At autopsy the 
lung cavities were shown to be necrotic granulo- 
mata. The kidneys showed arteritis and diffuse 
glomerulitis. (J. Med. Soc. New Jersey, 57:32, 
1960.) 


X-rays and Thyroid Cancer 


X-RAY TREATMENT of thymic enlargement and 
other head and neck problems in infancy has 
been repeatedly associated with the later devel- 
opment of thyroid cancer and, to a significant 
but lesser degree, leukemia. Hempelmann reviews 
the extensive literature that has developed over 
the past decade. He adds the report of another 
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series from Cincinnati. The families of 1,644 of 
2,230 children were treated with x-rays for 
various benign conditions. One of the traced 
group had died of leukemia, ten had cancer of the 
thyroid, five had other types of malignant dis- 
ease and a number of others had benign tumors, 
The doses, where known with any certainty, 
ranged between 200 to 400 roentgens. Approx- 
imately one-third of the patients were treated for 
thymic enlargement, and another third received 
treatment for the head and neck. (Cancer Res., 
30:18, 1960.) 


Intussusception 
of the Gastrojejunal Stoma 


ONE of the rare complications of gastric surgery 
is retrograde intussusception at the site of a 
gastroenterostomy. While rare, the condition 
carries a high mortality in its fulminating form. 
Mortality may be reduced, however, for the 
diagnosis may be made with certainty if the 
possibility is considered. The present paper by 
Salem and coworkers is based upon a review of 
the 26 cases in the American literature with an 
additional case of their own. 

The complication has been observed after both 
simple gastroenterostomy and partial gastric re- 
section with gastrojejunostomy. In the 27 cases 
reported, 22 occurred after gastrojejunostomy, 
while five followed partial gastric resection. The 
etiology is unknown for neither anatomic nor 
pathologic features such as marginal ulcer or 
polyps have been demonstrated at the anasto- 
motic site. Since the condition is much more fre- 
quent following simple gastroenterostomy without 
partial gastric resection, it has been suggested 
that irritation of the jejunal loop by hydrochloric 
acid produces spasm and violent peristalsis. In 
addition, various mechanical causes have also 
been proposed, as follows: shortening of the 
mesentery of the jejunal loop, pressure from a 
short mesocolon, adhesions to the mesocolon, 
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sucking action of the stomach from a narrow 
stoma, too large a stoma, stenosis of the jejunal 
loop leading to antiperistalsis. Whatever the cause 
of the initial invagination, as peristalsis (afferent 
loop) or antiperistalsis (efferent loop) continues, 
more jejunum is pushed into the stomach. 

Three types of jejunogastric intussusception 
are recognized, occurring from three days to 2 
years after gastroenterotomy, and giving rise to 
two discrete clinical patterns. Type 1 involves 
intussusception of the afferent loop alone into the 
stomach. Type 2 consists of retrograde passage of 
the efferent loop alone into the stomach. This 
type is the most common, while type 3, the rar- 
est, is passage of both the afferent and efferent 
loops together into the stomach. Clinically this 
complication presents in two forms: acute ful- 
minating and chronic recurrent jejunogastric 
intussusception. The acute fulminating variety is 
characterized by progressive intussusception 
with compromise of the circulation to the in- 
vaginating bowel. There is colicky epigastric 
pain, followed by vomiting, first of food, then of 
bile and finally blood. This is usually associated 
with a palpable epigastric and often with visible 
peristalsis. The chronic variety, often referred to 
as an atypical dumping syndrome, consists of 
recurrent epigastric discomfort or pain on eating, 
which usually subsides within an hour. 

If the diagnosis is suspected in a patient with 
Previous gastric surgery, presenting with the 
clinical picture of either the acute or chronic 
variety, a barium meal demonstrating a filling 
defect in the stomach with its base at the site of 
anastomosis, and a uniform pattern of curved 
lines suggestive of jejunal mucosa is pathog- 
nomonic of jejunogastric intussusception. Treat- 
ment of the acute form is prompt reduction, with 
or without opening the stomach. The presence of 
nonviable bowel demands resection. Fortunately, 
fecurrence is rare, for no adequate method of 
oo is available. (Ann. Surg., 150:864, 
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Treatment of Hypercholesterolemia 


Many techniques have been devised to reduce 
elevated blood levels of cholesterol. Among the 
agents in current use for this purpose are nico- 
tinic acid, safflower oil and sitosterol. 

In ten patients with hypercholesterolemia, 
Berde and his colleagues compared the choles- 
terol lowering values of nicotinic acid, safflower 
oil and sitosterol. These patients were not re- 
stricted in amount or type of dietary fat. The re- 
sults are shown in the chart below. Large oral doses 
of nicotinic acid were more effective in lowering 
plasma cholesterol than either safflower oil or 
sitosterol. When the simultaneous administration 
of nicotinic acid and sitosterol was compared 
with the effectiveness of either agent alone, the 
combined effects were merely additive. 

While these authors emphasize that nicotinic 
acid has several practical advantages, in that the 
drug is inexpensive, simple to administer and 
does not require alterations in the patients’ die- 
tary habits, they also stress that the safety of 
long-term use of nicotinic acid must be estab- 
lished before this form of therapy can be regarded 
as other than an investigational procedure. (Am. 
Heart J., 58:849, 1959.) 


Per cent reduction in plasma cholesterol level 
(from Average Normal 341 mg./100 ml.) 


Chart comparing the average cholesterol lowering effects of 
nicotinic acid, safflower oil and sitosterol in ten patients with 
hypercholesterolemia. 
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Placebo in Angina 


IPRONIAZID (Marsilid®), a derivative of isonia- 
zid, has been occasionally reported and rather 
generously advertised as an effective drug in the 
relief of angina pectoris. Fife and associates used 
iproniazid in a “double-blind” trial in 51 pa- 
tients with cardiac pain of effort. The placebo 
was more effective in the relief of the cardiac 
pain than the drug except in the large dose 
groups where the side effect of the drug destroyed 
the “double-blind” study. It was concluded that 
iproniazid was of little value in the treatment of 
angina pectoris. (Brit. M. J., 1:692, 1960.) 


Periodic Paralysis 


CHEN has recently presented an interesting case 
of familial periodic paralysis which exhibited 
some atypical features. The disease itself is of 
unknown etiology and is characterized by recur- 
rent acute attacks of muscle weakness associated 
with a fall in serum potassium concentration. 
One must distinguish between this syndrome and 
the many known causes of hypokalemia and at- 
tacks of flaccid paralysis. In this connection, 
primary aldosteronism and pyelonephritis may 
be mentioned. It is of interest that hyperkalemia 
may produce a closely similar picture with flaccid 
skeletal muscle paralysis. Finally, a recently 
named disease, adynamia episodica hereditaria, 
can present a similar picture, however, with no 
relation between the attacks and the concentra- 
tion of serum potassium. 

Chen’s case was that of a 14-year-old school 
boy who was admitted to the hospital because of 
inability to move his arms and legs. His illness 
dated back two and one-half years and was char- 
acterized by recurrent attacks of flaccid muscle 
weakness. The most common time of onset was 
between 2 and 5 A.M. when the patient would 
awake from sleep and feel a numb sensation in 
his legs which would spread to his trunk. Vigo- 
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rous movement at this point often aborted a full- 
blown attack. Respiration, speech and sense per- 
ception were not affected. The paralysis lasted 
from two to six hours. One further point in the 
history was that attacks usually followed large 
evening dinners. 

Physical examination was normal, except for 
the flaccid paralysis and absence of deep tendon 
reflexes during the attack. The patient responded 
promptly to intravenous potassium therapy. At- 
tempts to provoke attacks by the administration 
of dextrose resulted in a fall in serum potassium 
from 4.1 to 3.4 mEq./1., but no weakness was 
noted. The patient was admitted on a second 
occasion in the midst of an attack which fol- 
lowed an upper respiratory infection. His serum 
potassium was 2 mEq./l. and he responded im- 
mediately to the oral administration of potas- 
sium. This sequence of events was followed 
through several hospital admissions, and the pa- 
tient is presently well, taking 1 Gm. of potassium 
chloride a day. 

Physiologic studies in patients with familial 
periodic paralysis have shown that the decrease 
in serum potassium is related to the movement of 
potassium and water into the cells during an 
attack, resulting in relative oliguria and followed 
in the recovery phase by diuresis. 

The role of sodium has recently come under 
study. It has been shown that a diet containing 
little sodium protected a patient from attacks 
produced by dextrose and insulin, whereas a diet 
with large amounts of sodium did not. The failure 
to induce attacks in the present patient while he 
was on a routine hospital diet may speculatively 
be linked to the relatively low sodium intake. In 
contrast, his meals at home were rich in salt and 
might, therefore, easily be followed by an attack. 
The author concludes with citation of recent 
works suggesting involvement of the thyroid and 
adrenal glands in this syndrome, involvement 
which cannot be definitively described at this 
time. (A.M.A. Arch. Neurol., 1:475, 1959.) 
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Letterer-Siwe Disease 


Q. I have a patient (obstetric) who has had two 
children, both of whom died of Letterer-Siwe 
disease. What chances has her present unborn 
child of also having this condition? 


A. There is no evidence to support the thesis 
that nonlipid reticuloendotheliosis (Letterer- 
Siwe disease) has a genetic basis. This disease has 
been associated with infectious reticuloendothe- 
liosis, eosinophilic granuloma of the bone and 
Hand-Schiiller-Christian syndrome because of 
certain etiologic similarities. The etiology of this 
entire group of diseases is completely unknown. 
The occurrence of this relatively rare condition 
in two siblings would have considerable interest 
and should be reported in the literature. The 
chances of the patient’s present unborn child also 
having the condition appear to be remote. 


Steroids in Hemolytic Disease 
Q. Are steroids useful in treatment of the hemo- 
lytic anemias of children? I refer to the idio- 
pathic types (resembling thalassemia but not 
falling into any clear pattern) with spleno- 
megaly, icterus, leukopenia of granulocytes 
and without changes in fragility or platelet 
count. The condition in our 4-year-old patient 
dates back to birth, when transfusions were re- 
quired. Please indicate preferable product, 
dosage and any iatrogenic dangers at this age. 


A. The decision to use steroids in the treatment 
of hemolytic disease in any age group must follow 
exhaustive studies to pinpoint the mechanism of 
the disease process. If such studies do not suggest 
the commoner hemolytic syndromes, a diagnosis 
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of congenital idiopathic hemolytic anemia may be 
considered—but only then. If studies of the pa- 
tient have led to this impasse, a trial on steroids 
should be instituted. Prednisone is, in my opin- 
ion, the drug of choice and the dose should be 
established by the patient’s response. In a situa- 
tion such as this, the therapeutic trial should not 
be abandoned until dosage in the range of 100 
mg. daily has proved ineffective. If a suitable 
effect is obtained, the maintenance dose can be 
titered against the patient’s clinical and labora- 
tory behavior. 

If the response is clear-cut but unimpressive, 
incomplete or not sustained, splenectomy should 
be considered. The same consideration must be 
given to the patient who does not respond and 
whose clinical situation is desperate or deteriorat- 
ing. Unfortunately the criteria for splenectomy 
(or for steroid therapy) are neither established 
nor generally agreed on. In any event, the effort 
to establish a precise diagnosis must be pursued 
with vigor and ingenuity before either of these 
steps is undertaken. 


Morbidity and Mortality Studies 


Q. Please recommend statistical publications used 
by insurance company actuaries in estimating 
morbidity and mortality of diseases and de- 
generative conditions. 


A. The following publications used in morbidity 
and mortality estimations are suggested by an 
actuary of Metropolitan Life Insurance Com- 
pany: 

Impairment Study, 1951, Society of Actuaries, 
Chicago, 1954. 

Build and Blood Pressure Study, 1959, Society 
of Actuaries, Chicago, 1959, vol. 1. 
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Shepherd, Pearce and Webster, A. C., Selection 
of Risks, Society of Actuaries, Chicago, 1957. 

Ungerleider, H. E. and Gubner, R. S., Life In- 
surance and Medicine, Charles C Thomas, Spring- 
field, Ill., 1958. 

Reports on Mortality and Morbidity Experience, 
Transactions of the Society of Actuaries, Society 
of Actuaries, Chicago, 1951-1959. 

Miller, J. H., Accident and Sickness Insurance, 
Society of Actuaries, Chicago, 1956. 


Steroid Therapy for Cerebral Edema 


Q. Has steroid therapy been used in treatment of 
cerebral edema? What is your opinion on the 
feasibility of such therapy? 


A. Forster (Modern Therapy in Neurology, C. V. 
Mosby Company, St. Louis, 1957) notes the use 
of cortisone by Russek and others (J.A.M.A., 
159:102, 1955) to prevent or reduce edema in 
cerebral infarction, reportedly with good results. 
Forster believes that the dangers of administer- 
ing cortisone probably outweigh any improve- 
ments that might occur with its use. 

Dyken and White (J.A.M.A., 162:1531, 1956) 
report a controlled study of 36 patients with 
equal supportive care. These were divided into a 
placebo group of 19 patients, of whom ten died, 
and a cortisone group of 17 patients, of whom 13 
died. The authors conclude that cortisone is of 
no benefit in treatment of cerebral infarction and 
may even be dangerous. Kofman and coworkers 
(J.A.M.A., 163:1478, 1957) treated 14 patients 
with metastases from breast carcinoma, of whom 
nine showed significant improvement in neuro- 
logic signs. Cerebral symptoms also improved in 
five of seven patients with other types of cerebral 
tumor. These authors believe the improvement 
was probably due to anti-inflammatory effects, 
as lesions with surrounding edema improved some- 
what, whereas those surrounded by hemorrhage 
were unaffected. 
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A recent report by K. Holub (J.A.M.A,, 
232:1852, 1960) on treatment of traumatic lesions 
of the brain indicates his belief that administra- 
tion of ACTH and cortisone may exert a favor- 
able effect in the presence of so-called “cellular 
hyperhydration.” 


Sun Protection for Golfers 


Q. Please discuss sun protection for golfers, sug- 
gesting creams or agents that are safe but not 
unsightly. 


A. Golfers wear all types of clothes and pre- 
sumably the question applies to those who wear 
brief costumes. The popular cosmetic sun prepa- 
rations are of some value and give partial protec- 
tion. For greater protection, a heavy material like 
menthy] anthranilate and titanium dioxide cream 
(A° Fil®) must be applied to all uncovered areas 
shortly before exposure. (These include the “V” 
of the neck.) The cream, plus a suitable hat, will 
effectively give some protection to the face of a 
person who is not very sensitive to sunlight. The 
more pleasing preparations, such as white digallol 
trioleate cream (Neo A° Fil®) and the cosmetic 
substances, are not unsightly but do not give 
complete protection to a sensitive person. Grad- 
uated sun exposures help build up the thickening 
of the skin as well as the pigmentation. This 
combined defense gives some protection. 

For a light-skinned person who is very sensitive 
to sunlight, the cautious use of 8-methoxypsoralen 
(Oxsoralen® or Meloxine®) for a brief period be- 
fore sun exposure may also be recommended. 
It is taken as a single dose about two hours 
before exposure. The duration depends on the 
results obtained (average ten days). This should 
be done very carefully. The person who has a 
true photo-allergy, with such reactions as sun 
prurigo or urticaria, should use (in addition to 
local protective agents) antihistamines in ade- 
quate dosage shortly before sun exposure. 
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Folic Acid Regulation 

(Food and Drug Administration announcement, 
Washington, D.C., July 13) UNDER a proposed 
new regulation, vitamin preparations containing 
high levels of folic acid would be sold only on 
prescription. Medical experts have cautioned 
that folic acid “has been known to mask the 
symptoms of pernicious anemia when added in 
sufficient quantities to the diets of persons with 
this disease, thus interfering with proper diag- 
nosis.”” High levels are considered to be more 
than 0.4 mg. daily. 


Fallout of Strontium-90 


(Hokkaido University, Japan, announcement, July 
21) THE STRONTIUM-90 thrown into the atmos- 
phere by past nuclear bomb tests has now almost 
completely settled to earth. The last such tests 
were conducted by the Soviets nearly two years 
ago. Earlier predictions were that it would take 
10 years for strontium-90 to settle, but it has 
fallen more rapidly, and now seems almost com- 
pletely halted.—Pror. SABURO SAKAMOTO, Hok- 
kaido University. 


Alcoholism Threats 


(Fifth Annual Institute of Scientific Studies for the 
Prevention of Alcoholism, Washington, D.C., July 
25) THE “daily consumption of alcoholic bever- 
ages by Americans poses a far greater danger to 
their health and well-being than the accumulated 
radioactive fallout of all the nuclear weapons 
tested by the free world. ... A strong nation 
‘cannot be made from individuals who drown 
their personal and social responsibilities in alco- 
hol.” Alcoholism “‘is now the nation’s number 4 
public health problem, and the victims are in- 
creasing at the rate of 450,000 each year.”—Dr. 
ANDREW C. Ivy, University of Illinois physiolo- 
gist. 
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Monitoring Fetal Heartbeat 


(Yale-New Haven Medical Center announcement, 
New Haven, July 23) AN ELECTRONIC device in- 
stalled here now makes it possible to monitor and 
record the fetal heartbeat continuously during 
labor and birth, and correlate it with the strength 
and duration of uterine contractions in order to 
pinpoint conditions which might lead to damage 
or death to the baby. Fetal heartbeat, recorded 
on paper tape and an oscilloscope, is heard 
through a loudspeaker and counted automati- 
cally on a dial. The continuous check can alert 
the obstetrician to any conditions that might 
call for emergency action.—Dr. C. LEE Bux- 
TON and Dr. Epwarp H. C. Hon. 


Nerve Growth Factor 


(First International Conference on Congenital 
Malformations, London, Eng., July 21) A PROTEIN 
which speeds the growth of nerve cells, and in- 
creases their size, has been isolated from snake 
venom, from mouse salivary glands and from 
mouse sarcomas. It acts upon sympathetic and 
sensory nerve cells. This protein is being em- 
ployed in the study of growth processes, particu- 
larly by embryologists. So far it is simply re- 
ferred to as the nerve growth factor.—Dr. RiTa 
LEVI-MONTALCINI, department of zoology, Wash- 
ington University, St. Louis. 


Rest Periods 


(International Congress on Occupational Health, 
New York, July 26) REGULARLY spaced through 
the day, six pauses of five minutes each are more 
beneficial in effective rest than one break of 30 
minutes. Experiments on mechanisms of fatigue 
and relaxation indicate we get most of our rest 
at the very start, with less benefit as the time is 
extended.—Dr. G. LEHMANN, Maz Planck Insti- 
tute, Dortmund, Germany. 
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Intoxication Test 


(Ibid., July 26) MOST COURTS in most states hold 
that a person can drive adequately with 0.15 per 
cent alcohol in his blood. But this is “way out of 
line,” for at this level many drivers are muscular- 
ly uncoordinated. Many specialists would like to 
see the permissible level reduced to 0.05, but prob- 
ably would have to settle for 0.10 per cent. Since 
the human element is a major factor in accident 
prevention, the physician should take more 
responsibility, for only the physician is “‘able to 
ascertain the physical, mental, emotional and 
physiological impairments of an individual and to 
evaluate these disabilities in relation to safe 
driving ability.’—-Drk. HAROLD BRANDALEONE, 
Industrial Medical Association, and Dr. SEWARD 
E. MULLER, Institute of Industrial Health, Uni- 
versity of Michigan. 


Women and Sociability 


(University of Michigan’s 13th Annual Confer- 
ence on Aging, Ann Arbor, June 29) FOR WOMEN, 
it is usually easy to spend time in pure sociability, 
since they are naturally more sociable than men. 
But men who retire need a more satisfactory 
substitute than sociability and recreation. When 
some men leave their jobs, they find no contacts 
with other men of their age, and as a result they 
are unhappy. “‘When old men are offered situa- 
tions which simulate the working world, they use 
them more than they use purely recreational facil- 
ities.” —Dr. ELAINE CUMMING, New York State 


Department of Mental Hygiene. 


Cancer Epidemiology 


(World Health Organization announcement, United 
Nations, July 8) INTENSIVE study of cancers 
occurring spontaneously in animals could provide 
new leads to the human disease. The frequency 
of different types of cancer in animals, living 
in environments similar to human populations, 
could be compared with corresponding human 
cancers. For example, information was presented 
that a study in the U.S.S.R. would tend to 
show that more dogs suffer from lung cancer in 
towns than in the country—WHO Advisory 
Committee on Medical Research. 


Humidity and Meningitis 


(Fourth Conference of the Council on Tropical 
Health, Boston, July 21) EPIDEMICS of cerebro- 
spinal meningitis break out each January and 
February in northern Ghana and Nigeria. It 
appears associated with low humidity and dry 
winds blowing off the Sahara desert. People 
crowd together during cold evenings and nights, 
sealing doors and windows against the cold. Ex- 
tremely dry air withdrawing moisture from the 
nasopharyngeal mucous membranes lowers re- 
sistance to infection. A potential epidemic in an 
Army training camp was averted, after one case 
appeared, by reducing the number of men per 
hut from 30 to 14, leaving 6 ft. between beds 
and administering sulfa drugs for three days to 
companions of the patient.—Dr. GEOFFREY A. 
MYERS, regional medical advisor in West Africa 
and Lybia, Mobil International Oil Company. 
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Special Features 


The New Academy Retirement Plan 


ACADEMY MEMBERS in 30 states and the District 
of Columbia can now participate in the American 
Academy of General Practice Retirement Plan. 
The plan administrators, Jones Plans, Inc., are 
working as rapidly as possible to gain approval 
in the remaining 20 states. 

Like a new highway, the program is designed 
to eliminate some of the hazards while keeping 
the individual investor in the driver’s seat. It 
combines a guaranteed annuity program and a 
mutual fund investment plan. Members may 
participate in either or both portions of the plan 
and the program can be tailored to fit the indi- 
vidual. Here are a few hypothetical cases. 

Dr. Young, age 29, is still establishing his prac- 
tice. With several large debts, two small children 
and his retirement age years in the future, he 
can’t afford to speculate with his small savings. 
For Dr. Young, an investment in the guaranteed 
annuity portion is recommended. Dollars there 
grow at specified rates and are immediately avail- 
able should an unforeseen emergency arise. 

Dr. Elder, at 55, is Dr. Young’s counterpart. 
His practice has been successful and he hopes to 
taper off toward retirement in six or seven years. 

Although he has saved more than enough 
money to provide an adequate retirement in- 
come, he has some apprehension that the con- 
tinuing erosion of inflation may make severe 
inroads on his accumulated purchasing power. 
In this situation, Dr. Elder would be wise to 
divert a portion of his capital to the growth- 
type mutual fund portion of the Academy plan. 
Should inflation continue, the common stocks in 
this mutual fund would probably reflect the eco- 
homic situation through continued capital in- 
creases. 

Many Academy members will find their per- 
sonal situations fall somewhere between these 
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two extremes. In that case, they may want to 
make the same decision as Dr. Middleman; that 
is, hedge the future by placing a portion of their 
savings in the guaranteed annuity (for guaran- 
teed dollar returns) and the remainder in the 
mutual fund (to combat inflation). 


Four Years of Preparation 


For a complete understanding of the American 
Academy of General Practice Retirement Plan, 
we must go back to the summer. of 1956 when the 
Committee on Insurance (at the direction of the 
Congress of Delegates) met to lay groundwork 
for a retirement program that would, through the 
group buying power of today’s 27,000 members, 
offer a low-cost, gilt-edge retirement opportunity. 

No national association previously had under- 
taken such a project. There were no programs 
available for examination to determine whether 
it would be a success or a failure. 

The first step was a consultation with officials 
of R. B. Jones and Sons, a large Kansas City, 
Mo., insurance firm, to determine if a flexible 
retirement program 
was feasible and to 
plan further study. 

These planning ses- 
sions showed that an 
ideal program would 
simultaneously offer 
two plans—a mutual 
fund and a guaranteed 
annuity. With the ap- 
proval of the Acade- 


my’s Board of Direc- 
tors, the Committee 
on Insurance tackled 
the problem in earnest. 


David Babson, Boston, 
Mass., heads the firm 
which is the investment 
counsel for the fund. 
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The New Academy 
Retirement Plan 


Selection of a mutual fund was necessary. Of 
the hundreds available, the committee had to 
decide which offered the best prospects of growth 
and would, at the same time, lower sales charges 
in recognition of the Academy’s group buying 
power. The United States Securities and Ex- 
change Commission solved that problem—and 
created a new one—with a January, 1959 ruling 
that mutual funds could not charge one group of 
buyers less than others. That ruled out bargain- 
ing with existing mutual funds. 

The SEC decree voided preparations and nego- 
tiations that had been carried on for more than 
two years. At this point, the Jones firm, which had 
been commissioned to administer the plan, came 
up with a new proposal. 

The firm was negotiating with the Connecticut 
General Life Insurance Company to underwrite a 


R. B. Jones and Sons, a Kansas City, Mo., insurance firm, 
developed a new company—Jones Plans, Inc.—to administer 
the retirement program and manage the mutual fund. 
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low-cost group contract for the guaranteed an- 
nuity portion of the plan. Rather than toss the 
thought and planning that already had taken 
place, the firm proposed to assume the task of 
creating a new mutual fund that would be reg- 
istered with the SEC and offer low sales charges 
to fit the Academy program. ; 

To accomplish this, a new company was 
created—Jones Plans, Inc. The specific purpose 
of the firm was to administer the Academy re- 
tirement program and to manage the proposed 
mutual fund, Associations Investment Fund, Inc. 

There were several obstacles. In order to reg- 
ister with the SEC, Jones Plans, Inc. furnished 
the necessary $100,000 capital to create the new 
mutual fund. Working with the Committee on 
Insurance, the past records of many competent 
investment counsels were studied to insure that 
the firm selected to invest the combined dollars 
of Academy members in the stock market had 
the finest background possible. Volumes of rec- 
ords and paperwork were filed with the SEC for 
examination prior to registration. 

“Then we began to wait,” said Dr. Herbert W. 
Salter, committee chairman. “Wait, while the 
slow process of thorough examination was carried 
on by the SEC. Wait while the Missouri Insur- 
ance Department carefully went over every line 
of the guaranteed annuity portion of the plan.” 

For a time, it appeared that the Committee on 
Insurance would have to ask the 1960 Congress 
of Delegates to wait another year, just as the 
Congress had done in 1958 and 1959. 

However, things began to happen. First, David 
Babson & Co., Inc. of Boston, Mass., was se- 
lected as investment counsel. Currently super- 
vising accounts of more than one-third of a bil- 
lion dollars for corporations, insurance com- 
panies, banks, trusts and foundations, the Bab- 
son company was endowed with the experience to 
select stocks for the new Associations Investment 
Fund, Inc. 

On March 9 of this year, 10 days before the 
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Congress of Delegates was scheduled to hold its 
first session in Philadelphia, the SEC registered 
Associations Investment Fund, Inc., clearing the 
way for individual state approval. On July 1, 
the Missouri Insurance Department approved 
the guaranteed annuity portion and the final peg 
slipped in place. Tangible results of four years of 
work were evident. 

The story doesn’t end there, however. The Mis- 
souri approval of the annuity portion was suffi- 
cient to present that plan in all 50 states, but the 
mutual fund had to be registered by securities 
commissions in practically all states. Laws not 
only require this state-by-state approval, but 
sales literature must also be presented to each 
state commission for a separate ruling. 

As the idea of sending information on both a 
mutual fund and a guaranteed annuity in a single 
mailing is novel, states have reacted in different 
ways. The majority quickly registered the plan 
and the literature, or are now in the process of 
doing so. On the other hand, a few states, while 
approving the mutual fund, are requiring that in- 
formation on the fund must be mailed separately 
from the offering detailing the guaranteed an- 
nuity. Moreover, a few states only register mu- 
tual funds that have operated successfully for a 
given period (usually three years). Table 1 shows 
the current status of the retirement plan in each 
state. 


Program Has Definite Advantages 


There are many advantages offered by partici- 
pation in the AAGP Retirement Plan. 

1. Sales charges are substantially lower than those 

made to individual buyers. 

The guaranteed annuity portion of the plan is 
underwritten by the Connecticut General Life 
Insurance Company in a single group contract 
and is offered at a low administrative cost of 2 
per cent. Sales charges for the mutual fund are set 
at 6 per cent on the first $1,000 invested and then 
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Status of Retirement Program 


in Each State 


Both Plans Approved 


Arkansas Kansas Pennsylvania 
California Maine Rhode Island 
Delaware Massachusetts South Carolina 
District Minnesota South Dakota 
of Columbia Nevada Utah 
Florida New Jersey Vermont 
Georgia New York Virginia 
Hawaii North Carolina West Virginia 
Indiana North Dakota Wyoming 
Iowa Oklahoma 
Both Plans Under Consideration 
Alabama* Maryland* Oregon* 
Colorado* Michigan Tennessee 
Illinois* Mississippi* Washington 
Kentucky New Mexico* 
Louisiana* Ohio* *Approval is imminent 
Both Plans Approved Separately 
Arizona Missouri Texas 
Plans Not Filed* 
Alaska Montana New Hampshire 
Connecticut Nebraska Wisconsin 
Idaho 
*Laws in most of these states require 
minimum periods of operation. 
TABLE 1, 


are reduced to only 2 per cent for all subsequent 
investments, as long as the investor retains shares 
whose original cost exceeds $1,000. Most mutual 
funds have constant sales charges of 7 or 8 per 
cent (reduced only on very large investments) ; 


they must pay salesmen and sell their program | 
individually. 


2. The investor has complete flexibility in choos- 

ing where his dollars will go. 

Each Academy member can plan his retire- 
ment program according to his personal require- 
ments. While many members will want to invest 
in both the guaranteed annuity and the mutual 
fund portions of the retirement plan, others may 
choose to invest only in the mutual fund or the 
annuity. Members who place money in both 
parts of the plan can divide their dollars as they 
see fit. 

3. The minimum base is low and each investor 

can decide exactly how much he wants to put into 

the retirement plan. 

Both the guaranteed annuity and the mutual 
fund have set low minimum investments of $15 a 
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month. For as little as $30 a month, members can 
participate in both parts of the program. There 
are no maximum investments or other limita- 
tions. And, as long as the investments are kept 
above the $15 minimum for each part of the plan, 
the amount can be changed at any time. 

4. Each investor can decide how often he wishes 

to invest. 

Payments in the new plan can be made on a 
monthly, quarterly, semiannual, annual or ran- 
dom basis. Whatever the time period selected, 
the minimum is the $15 monthly payment multi- 
plied by the number of months involved. If the 
investor chooses to make investments only once a 
year, the minimum will be $180 for the mutual 
fund, $180 for the guaranteed annuity or $360 for 
both. In addition, in some states where the law 
permits, an automatic payment feature will be 
available. In this way, a participant can select his 
monthly payment, make out a series of post- 
dated checks and have them automatically de- 
posited for him in the mutual fund or annuity at 
the specified intervals. 

5. All administrative deiails will be handled for 

each investor on the basis of his personal choices 

and decisions. 

For a busy family doctor, the saving of valu- 
abie time is definitely a plus factor. Under the 


Academy-sponsored plan, the administrators will 
do all the work of depositing and recording pay- 
ment and dividend checks of many different se- 
curities, computing capital gains and losses for 
the mutual fund and handling complete adminis- 
tration of the program. 

6. The investor can select his retirement age and 

choose among many options of payment. If he 

desires, he is completely free to withdraw from 
the plan at any time without charge. 

If the investor should need cash at any time 
after investing in either program, he can with- 
draw the accumulated cash value from the an- 
nuity portion at any time prior to retirement and 
will also receive the current market value of his 
mutual fund shares which may be more or less 
than his cost. 

7. If the investor wishes, dividends or distribu- 

tions from the mutual fund will be paid to him 

in cash or will automatically be reinvested with- 
out charge. 

8. Only Academy members are permitted to make 

annuity purchases, but mutual fund shares may 

be purchased by members of the doctor’s family or 
his employees. 

To see how some of these advantages can bene- 
fit you, take Dr. Middleman as an example. At 
age 40 he is in his peak earning capacity years. 


Underwriting the group contract for the guaranteed annuity portion is Connecticut General Life Insurance Company. 
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He decides to plan on retiring at 65 and to begin 
his program by putting $100 a month into the 
guaranteed annuity and a similar sum in the 
mutual fund. 

Examining the annuity option, Dr. Middleman 
selects the benefit of “Life with Ten-Year Cer- 
tain.” Based on his age and the continuance of 
payments until 65, Dr. Middleman (at the time 
of his retirement) will receive a guaranteed 
$284.74 per month for the rest of his life, regard- 
less of how long he lives. He will also receive the 
additional guarantee that in the event he should 
die before receiving payments for ten years, his 
beneficiary will be paid the monthly payments to 
complete the minimum ten-year period. In other 
words, the $30,000 invested during the 25 years 
before retirement would return a minimum of 
$34,168.80 plus the added guarantee that the 
return will greatly exceed that if he should live to 
an advanced age. 

The return from his investment in the mutual 
fund will not be as certain. In this portion of the 
plan, Dr. Middleman rlaces his trust in the expe- 
rienced investment counsel to select growth-type 
stocks that will do as well or better than the eco- 
nomic conditions of the future. He is purchasing 
the added precaution that his dollars here will 
buy possible capital growth that may offset buy- 


ing power losses of his annuity dollars during an 
inflation. On the other hand, should the country 
be in an unforeseen depression that adversely 
affects the performance of his mutual fund shares, 
his annuity dollars should be worth more in their 
buying power. 

After making his decision, Dr. Middleman 
completes the application forms for the annuity 
and mutual fund programs and makes out a sin- 
gle check to cover both investments. 

The physician’s work ends at that point. When 
his check and forms arrive at the administrator’s 
office, they are immediately coded on IBM 
cards and deposits are made accordingly. All 
payments are acknowledged and their allocation 
shown. In addition, Dr. Middleman will receive 
audited financial reports on the fund; an annual 
report on his total holdings and their current 
net asset value, and information on distribu- 
tions, both dividends and capital gains. To 
check on the current market value of shares 
purchased in the mutual fund, Dr. Middleman 
can refer each month to GP’s Quantum Sufficit 
department (page 15), where the current prices 
will be listed. 


For additional information, contact Jones Plans, 


Inc., 301 W. 11th St., Kansas City 5, Mo. 


Aluminium Limited 
Approved American Electric Power 
Investment American Home Products 
° American Machine and 
List Foundry 


The fund’s approved investment list includes 
more than 150 companies. The current mutual fund portfolio 
includes the stocks listed above. 


Caterpillar Tractors National Lead 
General Electric Owens Glass 
General Foods Pepsi Cola 
Goodyear Rubber Phillips Lamp 
Gulf Oil Procter and Gamble 
Hooker Chemical Scott Papers 
International Business James Talcott 

Machines Texas Instruments 
Kimberly Clark Texaco 
Minneapolis Honeywell Union Carbide 
Monsanto Upjohn 
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Positive Health for the Aged 


ROBERT MARSHALL 


MORE THAN 100 SPEAKERS discussed every con- 
ceivable aspect of aging and associated health 
problems at the 1960 National Health Forum. 
Taking part in the sessions, sponsored by the 
National Health Council, were more than 600 
invited authorities representing health and medi- 
cine, education, religion, government, social wel- 
fare, industry and labor. 

Chairman of the forum was Dr. Edward L. 
Bortz, Philadelphia, president-elect of the Ameri- 
can Geriatrics Society and past president of the 
AMA. 

Each year, the National Health Forum brings 
together authorities representing various seg- 
ments of the community involved in a major 
health problem, and the theme of this year’s 
meeting was “Positive Health of Older People.” 

The forum opened on the premise that possibly 
no health problem facing the American people 
today is more complex and more challenging than 
the health of the aging population. It sought 
ways to remove present obstacles to more posi- 
tive health of older people, to stimulate effective 
action programs, to promote further research 
and, in general, to promote changes in attitude 
toward the aging from a sickness orientation to a 
health orientation. 

On the last day of the forum, there were con- 
sultation sessions which brought forth ideas and 
suggestions in five areas: action by the indi- 
vidual; action by commerce and industry; action 
by the health professions; action by voluntary 
health and welfare agencies, and action by 
government. 

William C. Fitch, Washington, D.C., execu- 
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The most desirable place for an aged person is in his own 
home, rather than in an institution. 


tive director of the American Association of Re- 
tired Persons and the National Retired Teachers 
Association, served as chairman of the “Action 
by the Individual’’ session. 


Individual Responsibilities 

“In the field of mental and emotional health, 
as well as education for healthy living, indi- 
viduals must assume the primary responsibility 
for a healthy aging,” he said in his report. “This 
includes physical, emotional, intellectual and 
spiritual well-being. Repeated frequently was the 
need to recognize that healthy living should begin 
with youth and extend through old age; that 
individuals in retirement are the sum of their 
whole lifetime. 

“The general practitioner should be regarded 
by the family as its ‘medical manager.’ This will 
require further education among the medical 
practitioners to accept this kind of responsibility. 

“There is a need to institute highly effective 
home-care programs which would involve each 
individual member of the family as a team. Con- 
trary to some of the comments expressed, family 
ties are not becoming weaker; actually, children 
are anxious to assist and support their parents. 
The most desirable place for an aged person is in 
his own home rather than in an institution. 

“In the challenge to improve public health, the 
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need for ‘Well Older Person Clinics’ was empha- 
sized. These clinics may even be made available 
to persons in the middle years as part of their 
long-range health program. 

“The possibility of providing more medical 
care outside of the hospital should be given 
further consideration. There is need, too, for re- 
search in the field of smoking and health, as well 
as in automobile safety and pedestrian deaths 
due to age and alcohol. This would again involve 
the participation of older persons in the studies 
as part of an action program to improve their 
health care. It was also suggested that ‘Golden 
Age Clubs’ should be provided with nutritional 
consultants.” 


Four-Point Program 


The commerce and industry summarization 
was made by William H. Hadley, New York, 
manager of the insurance and social security de- 
partment of the Standard Oil Company of New 
Jersey. 

He said that without commerce and industry 
there would be no sources of money income and 
“without income there can be no government of 
importance, no health agencies of substance and 
no important health profession or facilities.” 

Mr. Hadley listed a four-point program for 
commerce and industry: 

1. To stay in business; 

2. To grow or develop new products and new 
services that are useful and wanted so that more 
and more people would be hired to make, dis- 
tribute and repair these products; 

3. To pay the individual enough so he will be 
’ able to buy and pay for all of his essential needs, 
and 

4. To continuously train and retrain individ- 
uals to meet new and changing conditions of 
work and life. 

“All of the other parties to this program,” he 
said, “should do these things which encourage 
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and not discourage commerce and industry to 
stay in business, grow and hire more people, pay 
adequate compensation and upgrade and retrain. 

“Any actions which discourage these basic re- 
quirements prevent the accomplishment of spe- 
cific actions aimed at improving the health of 
older persons.” 


What the Health Professions Can Do 


Dr. Ernest B. Howard, Chicago, AMA assist- 
ant executive vice president, summarized the ses- 
sion dealing with action by the health professions. 

Dr. Howard said that the health professions 
should “. . . stimulate positive sccial pur- 
pose and frame of reference in which health can 
be promoted; increase value status of the aged, 
which has good effect on health; incorporate into 
curricula for training of health professions in- | 
formation designed to appreciate positive values 
of older persons; promote shifting of jobs in oc- 
cupational health programs rather than manda- 
tory retirement; provide community portable 
dental equipment for home use; educate and en- 
courage dentists to expand their practices to in- 
clude nursing home and other institutionalized . 


. patients; improve quality and quantity of dental 


facilities in sanitoria, nursing homes and hospitals. 

“Develop educational programs for the aged 
in care of the feet; increase homemaker services; 
push the health careers program; study epidemi- 
ology of disease in the aged; study nutritional 
patterns throughout a lifetime in order to observe 
changes that occur in aging; develop a plan for 
medical care insurance to be built into public 
assistance programs; study costs of medical and 
hospital care; study attitudes created and fos- 
tered in young people that are incompatible to 
positive living in old age; promote a nationwide 
program to increase health professional personnel 
and encourage recruitment of able young people, 
and help to prepare people to meet catastrophic 
illness.”’ 
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Education and Service Programs 


The session on action by voluntary health and 
welfare agencies was covered by Mrs. Rollin 
Brown of the National Foundation in New York. 

“Most of the action suggestions,”’ she said, “fell 
into two broad categories: education and service 
programs.” 

“Of primary importance, of course, was the 
need for a broad program of public education 
concerning the nature of the aging process,” Mrs. 


Industry must continuously train and retrain individuals to 
meet new and changing conditions of work and life. 
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Brown said, adding: “Such a program would, 
among other things, convey the idea that illness 
and age are not synonymous.” 

Continuing, Mrs. Brown said, “Specific ref- 
erences and objectives of education programs in- 
cluded suggestions that: 

“1. Hospitals should develop positive com- 
munity health programs. 

“2. Support should be developed for legisla- 
tion that would permit flexible operation of pub- 
lic welfare programs and provide more adequate 
appropriations; sound legislation for commitment 
to mental institutions and legislation for a more 
positive housing program. 

“3. Programs of health education should be 
established to provide information early in life 
that will carry over in good health practices, in- 
cluding proper diet, rest, exercise, recreation and 
health care at any age level.” 

Mrs. Brown’s report listed many “suggested 
areas for exploration,” including: 

“More research on disabling infirmities of old 
age; studies to determine the effect of illness on 
the aging process; joint action in research on the 
problem of oral cancer which has a high incidence 
in the older population; study of administrative 
methods for medical care and social service for 
older people, both for those who can pay and 
those who cannot, and a broad study of the eat- 
ing habits of older people.” 

The report said that service programs “thought 
desirable might either be promoted or operated 
by voluntary agencies.” 

Service programs suggestions included: 

“1. Expanded occupational therapy services in 
institutions. 

“2. Partieipation of appropriate local agencies 
in planning for the discharge of mental hospital 
patients. 

“3. Provision of a family diagnostic approach 
to services for older persons to avoid the cate- 
gorical approach which sends people from agency 
to agency. 
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“4, Provision of an effective system of coun- 
seling for older persons and for those preparing 
for retirement. 

“5. Assist in community demonstration pro- 
grams for development of more suitable housing 
for older persons. 

“6. Voluntary agencies might drop their man- 
datory retirement rule for employees. 

“7, Communities need well-planned placement 
services for the aged. 

“8. Homes for the aged should be developed, 
up-graded and supervised to provide environ- 
ment and services conducive to healthy living. 

“9. Voluntary agencies should participate with 
professional organizations, public agencies, in- 
dustry and others in planning for the establish- 
ment of home care services and in defining areas 
of responsibility for the service. Planning should 
include consideration of costs. 

“10. Communities should provide answers for 
restoration of rehabilitated older persons to nor- 
mal participation in community life, at the level 
of their ability and strength.” 


What the Government Can Do 


Dr. G. Halsey Hunt of Bethesda, Md., pre- 
pared the session report on action by govern- 
ment. He is chief of the division of general medi- 
cal sciences of the National Institutes of Health. 

His suggestions included: 

“1. Increase old age benefits 25 per cent. 

“2. Make social security coverage universal. 


“3. Future increases in social security benefits 
should be in proportion to average wage. 

“4, Develop lifetime, level premium health in- 
surance without reduction in benefits. 

“5. Develop definite programs for education of 
communities to accept rehabilitated patients and 
give them necessary care—medical, social and 
environmental. 

“6. Increase federal support to the research 
programs of the National Institute of Dental 
Research. 

“7. County-by-county studies on three ques- 
tions: What resources and facilities are available 
for the elderly? Are they being used? Why are 
they not being used? 

“8. Government agencies could actively sup- 
port health career programs in their areas which 
might alleviate the great shortage of health edu- 
cators and other health personnel. 

“9, County health officers might give physical 
examinatons to all who apply for old age as- 
sistance. 

“10. State commissions could encourage coun- 
ty homes to provide ‘round-the-clock’ nursing 
care and adequate medical care. 

“11. Visiting nurse associations could work 
partly as a voluntary agency and partly as a unit 
of the health department. 

“12. Other states should follow the lead of 
New York in legislation preventing discrimina- 
tion due to age. 

“13. Modify the present earnings limit under 
social security.” 
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Negligence and Malpractice 


HOWARD NEWCOMB MORSE, LL.B. 


In this series, a well-known legal author 
discusses some landmark cases 

in the continuing development of the law 
as it pertains to the tort liability 

of physicians. 
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*“*THE GENERAL PRACTITIONER AND THE Law” 


Negligent Diagnosis of Skin Disease 


Second degree burns on the patient’s body were due 
to the physician’s negligence in diagnosing the pa- 
tient’s skin disease as a condition which would not 
be aggravated by light treatments prescribed therefor 
by the physician. 


Wells A. Ruble, M.D., had specialized for al- 
most 33 years in the treatment of skin diseases by 
electric and light treatments. For nearly ten years 
he had been the general medical superintendent 
of a hospital and had six assistants, all of whom 
(including himself) prescribed physiotherapy for 
patients. 

Miss Miriam I. Levenson, suffering from a skin 
disease on her chest and arms, saw Dr. Ruble at 
the hospital. The physician examined her and 
thought she had a condition similar to ichthyosis, 
but he did not make any absolute diagnosis. He 
then prescribed a course of ten actinic light treat- 
ments with an Alpine sun lamp and directed her 
to the department where the first treatment was 
given, by a nurse. The nurse had received instruc- 
tions from the physician as to the details of the 
treatment to be administered to the patient. 

The series of treatments prescribed was to be 
graduated, and would begin with a three-minute 
treatment and then the subsequent treatments 
would be increased to ten, 12 and 15 minutes. 
The patient was to receive an exposure that 
would fall short of causing her any irritation, the 
perfect therapeutic dose resulting in just a slight 
sunburn. However, the lamp was capable of burn- 
ing a patient, depending upon the time of ex- 
posure, the distance between the lamp and the 
patient, the voltage and the susceptibility of the 
patient. 

Within a few days the patient returned to the 
hospital for the second treatment. She was again 
examined by the physician, who looked at her 
arms and chest and gave directions to the nurse 
who gave the treatment to the patient. After this 
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treatment there were second degree burns on 
about one-third of the front of the patient’s body. 

Miss Levenson filed an action in the Superior 
Court of Middlesex County, Mass., against Dr. 
Ruble to recover damages for the injuries re- 
ceived due to his alleged malpractice. The court 
rendered judgment for Miss Levenson in the sum 
of $2,500, and Dr. Ruble appealed. 

The Supreme Judicial Court of Massachusetts 
sustained the decision of the lower court. The 
Supreme Judicial Court stated: “... the plain- 
tiff’s (Miss Levenson’s) injury was due to neg- 
ligence in prescribing light treatment for her skin 
disease. The defendant (Dr. Ruble) did not in- 
tend to burn her. He knew it was possible that 
her skin disease could be exacerbated into second 
degree burns ... He diagnosed her condition as 
one which would not be aggravated by light 
treatment ... a reasonable examination would 
have disclosed whether a patient is suffering 
from a disease that ought to be treated by actinic 
rays ... the diagnosis made by the defendant 
was wrong and ... the error was due to his neg- 


ligence.”’ 


(The preceding case was heard in the Supreme Judicial 
Court of Massachusetts, case number 30 N. E. 2d 840.) 


Responsibility for Employee’s Negligence 


In an action against a physician for personal in- 
juries sustained by the patient when he fainted and 
fell to the floor after a blood sample had been re- 
moved from his arm by an employee of the physi- 
cian, the evidence was insufficient to present a 
question for the jury as to whether the physician’s 
employee was guilty of any negligence in failing to 
direct the patient to remain seated for several min- 
ules after the blood sample had been removed, or in 
failing to follow the usual and approved custom and 
practice in drawing a blood sample. 


Under a written contract between the Louise 
Obici Memorial Hospital in Suffolk, Va., and Dr. 
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George J. Carroll, a physician, the latter had 
complete charge of the pathology department 
and laboratories of the hospital, and the person- 
nel of the department were under his exclusive 
supervision and control. Roy Robertson Richard- 
son, 17 years old, accompanied by his mother, 
went to the hospital’s pathology department and 
laboratories to have a blood sample taken for a 
blood sugar test and a blood count. 

Richardson was a senior in the Suffolk High 
School, weighed 180 lb., and had played on the 
high school football team. For about two weeks 
prior to the hospital visit, Richardson had not 
been well. For this reason his parents sent him to 
see Dr. Edward C. Joyner, their family physician. 

Dr. Joyner examined Richardson for stomach 
trouble, and took a blood count and a hemo- 
globin, which were normal. A week later, Richard- 
son returned to Dr. Joyner’s office, complaining 
that he had some blanking out spells “in which 
he could not remember things good.’’ Thereupon 
Dr. Joyner sent Richardson to Dr. Carroll for the 
blood test. Dr. Joyner did not tell Dr. Carroll of 
Richardson’s visits to his office. 

When young Richardson and his mother ap- 
peared at Dr. Carroll’s pathology department, 
they did not see Dr. Carroll but were told at the 
hospital switchboard to go to the laboratory. 
There they saw two women, Mrs. Gladys C. 
Barnes, the laboratory technician, and Miss 
Anne Bunch, a student technician. They pre- 
sented a slip of paper from Dr. Joyner requesting 
the blood test, and Mrs. Barnes requested Miss 
Bunch to collect the sample. Miss Bunch took 
the collecting basket and went with Richardson 
to the blood-collecting room, which was nearby. 

Richardson was given no instructions by Miss 
Bunch, except that he was told to roll up the 
sleeve of his shirt on his right arm. There was a 
chair in the room next to a table, on which was a 
basket with the syringe, tubes and equipment. Of 
his own volition, Richardson turned the chair 
around and straddled it, sitting down facing the 
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back of the chair. Miss Bunch inserted the needle 
of the syringe in the bend of his right arm, took 
the needle with the sample of blood out of his 
arm, put a piece of cotton or gauze on his arm, 
closed it to some extent and told him to hold it 
there, then turned to the table to put the blood 
in the basket while he was sitting in the chair. 

Without being told to do so, Richardson stood 
up, started rolling down his sleeve and fainted. 
He fell on the marble floor, injuring his mouth 
and teeth. He had fainted but once before in his 
life. He had had no medical training and knew of 
no reason why he should not stand up after the 
blood had been withdrawn. He was never at any 
time told to remain seated during or upon com- 
pletion of the test. 

Richardson (by his father) instituted an action 
in the Circuit Court of the City of Suffolk, Va., 
against Dr. Carroll for damages. The court ren- 
dered judgment for Richardson, and Dr. Carroll 
appealed. 

Counsel for Richardson contended that: 

1. Richardson should not have been permitted 
to sit astride the chair, facing the back 
thereof, and 

2. Richardson should have been told to sit in 
the chair until he was instructed to get up. 

The Supreme Court of Appeals of Virginia re- 


The plaintiff’s counsel contended that the boy should not have 
been permitied to sit astride the chair, facing the back, and that 
he should have been told to sit in the chair until instructed to 
get up. 


versed the decision of the trial court and ren- 
dered judgment in favor of Dr. Carroll. 

The Supreme Court of Appeals declared: 
there is no proof whatever that his ~ 
son’s) position in the chair had anything to do 
with the accident ... There is no proof in the 
record that it was the custom in the general area 
to instruct a patient to remain seated ... There 
is no evidence that he (Dr. Carroll) or his servant 
(Miss Bunch) failed to follow the usual and ap- 
proved custom and practice in this instance.” 


(The preceding case was heard in the Supreme Court of 
Appeals of Virginia, case number 201 Va. 157, 110 S. E. 2d 
193.) 


Medical School 
Construction 


country. 


SINCE 1948, a total of $1,230,774,000 has been spent on the construction of teaching, 
research and hospital facilities at 78 fully-developed four-year medical schools in this 


Of this total, $693,774,000 was spent for facilities on which no federal funds were 
expended, and $537 million on facilities which included $135.5 million in federal funds 
in their total construction budgets. 

In a survey conducted by the American Association of Medical Colleges, the 78 
medical school deans reported a need for approximately $293 million for new construc- 
tion and/or renovation of teaching facilities alone. The deans estimated that 850 
additional freshman medical students could be accepted by 1965 if funds were soon 


made available for the construction and renovation program. 
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Atlas of Roentgenographic Measurement. 

By Lee B. Lusted, M.D. and Theodore E. Keats, M.D. 

Pp. 176. Price, $9. The Year Book Publishers, Inc., 

Chicago, 1959. 

For years radiologists and colleagues who depend 
heavily on roentgenology have surrounded their 
desks with charts, diagrams, tables and illustrations 
for information on the sizes, positions and other 
characteristics of anatomic structures. The authors 
have rendered a great service by providing in one 
volume the most useful roentgenographic measure- 
ments for rapid and accurate reference. 

Following a discussion of the distortion factor of 
the roentgen image and its correction, the subject 
matter is divided into nine anatomic categories with 
all types of measurements presented in a concise and 
carefully standardized manner. Considerations of 
specific measurements include essential examination 
techniques, numerical values, sources of material 
and superior line drawings. 

The authors have done an excellent job in selecting 
source material and compiling all the commonly used 
roentgenographic measurements into a well-organ- 
ized, well-illustrated and readable volume. The atlas 
fulfills a need of the busy radiologist and his col- 
leagues for a single-volume reference. The busy 
general practitioner will find this book an aid in find- 
ing specific data and in recognizing procedures which 
are both commonly used and valid. 

—EARL E. BARTH, M.D. 


Nutritional Diagnosis. 

By Grace A. Goldsmith, M.D. Pp. 164. Price, $5.50. 

Charles C Thomas, Springfield, Ill., 1959. 

THIS book will find its best audience among per- 
sons whose chief interest is the preparation and 
planning of meals. It will appeal greatly to the 
dietitian and will be particularly valuable to those 
whose interests concern nutrition in countries where 
food is scarce. 

I believe that too much space is devoted to the 
author’s rather complicated charts and I would 
question her opinions on the relationship between 
all the ills that beset mankind and vitamin and 
mineral deficiencies resulting in malnutrition. The 
book appears to have been written on a rather 
radical note, since—other than in the wasting, hope- 
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less diseases or in aleoholism—one rarely encounters 
such acute cases of deficiencies as described here. 
Today’s concepts of diet are undergoing great 
changes, particularly with reference to fatty foods 
which are high in cholesterol content. The rich diet 
once considered so essential to health is gradually 
being recognized as a contributing factor in the tre- 
mendous number of deaths from coronary throm- 
bosis, arteriosclerosis and related diseases. Similar 
changes of attitudes are being propounded about 
vitamins. These newer attitudes are not reflected in 
this volume. In this respect the book might well have 
been written 15 years ago. 
— WALTER W. SACKETT, JR., M.D. 


Metabolic Care of the Surgical Patient. 

By Francis D. Moore, M.D. Pp. 1,011. Price, $20. W. B. 

Saunders Company, Philadelphia, 1959. 

Dr. Moore has accomplished the herculean task of 
amassing the data concerning the metabolic care of 
the surgical patient. The scope of this book includes 
most of the metabolic problems encountered on a 
general surgical service plus those seen in urology, 
orthopedics and neurosurgery. A sincere attempt has 
been made to base the various forms of therapy on 
metabolic realities and still avoid dogmatism. 

It is refreshing and encouraging to note that even 
specialists in this field state that such terms as 
“anemia,” “shock,” “starvation,” “dehydration,” 
“potassium deficiency,” ‘‘protein depletion’ and 
“adrenal failure’ may be underdefined—sometimes 
to such a point that one must ask, ‘“What does this 
word really mean?” The complexity of this subject is 
understood by everyone actively engaged in the 
practice of surgery. 

To obtain some degree of organization the author 
has divided the work into six parts, each with its own 
table of contents, systematic discussion, notes and 
case records. The subjects include the normal pa- 
tient; the blood volume; body fluid and electro- 
lyte; loss of body substance; visceral disease in 
surgical patients, and fractures, wounds and burns. 

What a delightful and reassuring experience it is 
for the surgeon to read such statements as: ‘““No 
amount of potassium chloride will rescue the hypo- 
kalemic alkalotic patient whose pylorus remains in- 
definitely obstructed,” or, “No quantity of caloric 
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mineral-vitamin-hormone supplement 


KAPSEALS® 


ELDEC Kapseals help offset the disorders 
of advancing age for the patient now in his 
middle years. Supplying numerous valu- 
able dietary and metabolic factors, ELDEC 
Kapseals provide the patient with compre- 
hensive physiologic supplementation to 
meet the threat of nutritional and hor- 
monal deficiencies... aid him in meeting 
the problem of declining health during 
the years ahead. With ELDEC Kapseals, 
the patient can plan ahead for tomorrow 
with a greater assurance of good health 
and well-being. 
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nourishment or complicated protein supplements 
will save the life of the wasting patient whose sub- 
phrenic abscess presses for drainage.” 

It stands to reason that much of the material in 
this work is complicated because of the nature of the 
subjects under discussion. However, the book re- 
mains readable and the material digestible. This 
large volume consists of 1,011 pages and a very ex- 
tensive bibliography which is arranged alphabeti- 
cally. The paper stock is good and the printing large 
and legible. 

I believe that this book can be recommended 
highly not only as a reference work but as one that 
will be of constant use to both the general surgeon 
and the general practitioner. 

— PHILIP THOREK, M.D. 


The Physiological Basis of Diuretic Therapy. 

By Robert F. Pitts, M.p. Pp. 332. Price, $9.75. Charles 

C Thomas, Springfield,.IU., 1959. 

THERE is an intellectual satisfaction in working out a 
therapeutic problem, from the basic disturbance in 
physiology straight through to the adequate use of 
just the right form of treatment. One cannot do this, 
unfortunately, in many fields of medicine where 
treatment is still empiric. However, in the treatment 
of congestive heart failure—thanks to the extensive 
research of the past two decades—the basic mechan- 
isms are fairly well understood and the role played 
by the kidney in the condition is quite clear. 

One can then fit together, like pieces in a puzzle, the 
various agents used in treatment. It is fortunate at 
this stage that Dr. Pitts, a prominent renal physi- 
ologist, has written The Physiological Basis of Diure- 
tic Therapy, a book which enables the reader to follow 
a path from the basic physiologic concepts of heart 
failure to the mechanism and use of the various 
diuretics. This book is written not for the research 
scientist but for the doctor who has sufficient in- 
tellectual curiosity to want to know how and why 
things happen. Therefore it can be read easily, even 
though the reader has not had the opportunity to 
keep up with the subject in the literature. 

Naturally, since diuretics are emphasized, the role 
of the kidney in the fluid retention in heart failure, 
rather than of the heart, is stressed. More emphasis 
is placed on diuretics and their action than on the 
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role of digitalis. It is shown, however, that digitalis 
has some direct action on the kidney, blocking to 
some extent reabsorption of salt and water in the 
tubules, and therefore can be classified as a true 
diuretic. Adequate coverage is given to the mode of 
action and use as diuretics of water, urea, ammonium 
chloride, the xanthines, the mercurials and the more 
recent sulfonamy!l compounds such as chlorothiazide. 

A list of references is given at the end of each chap- 
ter for those who wish to go deeper into any particu- 
lar subject covered in the book. 

—ARTHUR C. DEGRAFF, M.D. 


Combined Textbook ef Obstetrics and Gynaecology. 

Edited by Dugald Baird, M.D. Pp. 986. Price, $15. Wil- 

liams & Wilkins Company, Baltimore, 1957. 

TuIs book succeeds well in combining both obstetric 
and gynecologic material in one volume. It discusses 
the anatomy and physiology of the female repro- 
ductive system, both pregnant and nonpregnant. 
The section on the management of pregnancy and 
labor is excellent. In addition, five chapters deal with 
the newborn, including care of premature infants 
and treatment of infections. One chapter discusses 
the relation of vital statistics to reproduction. 

The text is well printed in clear type on glossy 
paper. There are many fine illustrations, both in 
black-and-white and in color. The binding, though a 
little loose, is of excellent material. 

The book is written entirely by British physicians, 
professors of ‘“‘midwifery’”’ in medical schools, and 
about 80 per cent of its bibliography cites English 
medical literature. There are other specifically 
British references. The authors outline the benefits 
of the national health insurance scheme, pointing out 
the priority groups entitled to hospitalization. (Others 
are dependent on available beds, just as our veterans 
with non-service-connected disabilities are hospital- 
ized.) Patients hospitalized for childbirth remain ten 
days. The maternity allowance (up to 50 pounds) is 
greater for patients delivered at home. Brief mention 
is made of vaginal smears for cancer detection, but 
Papnicolaou is not named. Doubt is expressed that 
cancer detection centers in America are practicable. 

In spite of these variations from our accepted 
mode, this is an excellent book for reading, study and 
reference. —ALBERT S. DIX, M.D. 
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Sleepers 


= Russian investigators have found that 
treatment with artificial sleep can rejuvenate 
animals. One dog, ‘‘naturally’’ senile, was 
restored to vigor through sleep ; rats and 
monkeys made prematurely senile through 
exhaustion of the cortical cells were also 
rejuvenated by sleep. 


# A new electronic device has been invented to 
simulate the sound of falling rain. This is the 
most hypnotic of all sounds—according to 
the manufacturer. 


= ‘Sleeping at Church ; or How to Avoid It’’ 

was a matter of comment in The Boston Patriot 

in 1813. ‘‘.. . notwithstanding the previous 
determination to be attentive . . . sleep with all 

its alluring and irresistible enticements will 
occasionally overtake and as certainly over- 
power... .’’ The remedy: ‘‘.. . use of that 
ENLIVENING and highly approved, Aromatic, 
Fragrant Composition called ‘HEAD-ACHE SNUFF.’ ”’ 


Whenever sleep is the immediate need, prescribe 
Lotusate®. This somnifacient brings sleep in 

from fifteen to thirty minutes—sleep that lasts 
for six to eight hours. Patients awaken refreshed, 
without lethargy. Lotusate looks different in 

size, shape and color. Its slender purple Caplets® 
will be a welcome change to the patient. 


LABORATORIES 
New York 18, N. Y. 


Lotusate, intermediate-acting 
barbiturate, available in 
Caplets of 120 mg. (2 grains) 
for insomnia. 


Lotusate (brand of talbuta! [5-allyl- 
5-sec.-butylbarbituric acid] ) and 
Caplets, trademarks reg. U. S. Pat. Off. 
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Color Atlas and Management of Vascular Disease. 
By William T. Foley, m.p. and Irving S. Wright, m.p. 
Price, $18. Appleton-Century-Crofts, Inc., New 
ork, 1959. 


THIs book is authoritative and, as an atlas, has both 


_ the advantages and disadvantages of this form of 


presentation. 

For example, it includes chest x-rays of eight 
patients showing the various abnormalities produced 
by pulmonary emboli. The inexperienced physician 
might lose sight of the fact that x-rays of the average 
patient with a pulmonary embolus show no findings 
diagnostic of this condition. 

The coverage is complete, including all the condi- 
tions of the peripheral vessels. In general, the photo- 
graphs are excellent, with good color reproduction. 
This book should be available to all physicians in 
every hospital and medical society library. It is 
doubtful that the average general practitioner would 
find it sufficiently useful to add it to his personal 
library. —HAROLD A. TARRANT, M.D. 


Child Research in Psychopharmacology. 

Edited by Seymour Fisher, PH.D. Pp. 216. Price, $6.50. 

Charles C Thomas, Springfield, Ill., 1959. 

THE first Conference on Child Research in Psycho- 
pharmacology, sponsored by the Psychopharmacol- 
ogy Service Center of the National Institute of Men- 
tal Health, was held on October 27, 1958. This book 
is the story of that conference. It contains 12 chap- 
ters, 11 of which are papers read at the meeting. The 
twelfth chapter is a “Reference List on the Use of 
Psychopharmacological Agents with Children” by 
Lorraine Bouthilet and Seymour Fisher. This chapter 
lists 159 references, with the major studies annotated 
and indexed. For the research worker in this field the 
list should be a real time saver when it comes to re- 
viewing the literature. . 

The main emphasis of these papers is focused on 
what we need to know in order to stimulate, guide 
and direct future research in this field. Each chapter 
is packed with information, despite the modest 
premise that “‘so far we don’t know much.” In fact, 
the articles reveal that, although a great deal needs 
to be learned, much is already known. Every one of 
the papers offers a host of ideas in connection with 
various approaches to pediatric research. The ex- 
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changes between the authors of the papers and their 
discussants are most stimulating and thought pro- 
voking. 

Altogether, I consider this book a very valuable 
addition to the ever-growing body of knowledge con- 
cerning psychopharmacology. It will be a necessary 
reference work and a starting point for new studies. 

—GEORGE A. CONSTANT, M.D. 


Study of Non-Segregated Hospitalization of Alcoholic Pa- 
tients in a General Hospital. 


By Mark Berke. Pp. 50. Price, $1.75. American Hospital 
Association, Chicago, 1959. 


THIS monograph describes an interesting study to 
determine whether a general hospital can success- 
fully treat acute alcoholism without segregation of 
alcoholic patients or special facilities. The pilot pro- 
gram, at Mount Zion Hospital and Medical Center, 
San Francisco, combined the work of a sociologist, a 
psychiatrist and the executive director. 

Since there are more than 5 million alcoholics 
(with the number increasing several hundred a 
month), it is time to see what must be done to get 
alcoholics into general hospitals for treatment. The 
American Hospital Association monograph lists the 
difficulties that can be expected from such a program. 
It is well known that alcoholics are not ‘“welcome- 
type” patients and the study stresses the reluctance 
of physicians, nurses and executive personnel to put 
alcoholics into hospital beds like other patients. (It 
has been my experience at the White Cross Hos- 
pital for alcoholics that the agitated patient is the 
tare one. Surprisingly, almost all of those admitted 
are reasonably well behaved, even if demanding.) 

Before a program for alcoholics can be successful 
in a general hospital, the public and hospital per- 
sonnel must be educated about the alcoholic and his 
problem. Nurses must be given the opportunity to 
take care of alcoholics and to realize, for instance, 
that (as the AHA study indicates) the average alco- 
holie does not look like the “skid-row” type of pa- 
tient. Physicians must understand special medical 
problems in this field, such as the effects of sedatives 
in the blood stream of an alcoholic. 

The study of acute alcoholism is necessary for the 
intern and staff physician as a basis of treatment in a 
general hospital. It is also necessary, I believe, for 
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To the pious Thai people, ponds of lotus in the King’s 
Park near Bangkok suggest heaven. The symbolic 
lotus is sacred and powerful to them. Lotusate, name 
inspired by the lotus flower, gives earthly restorative 
sleep to patients who need it. 
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by Winthrop Laboratories after thorough research and 
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inflammation... pruritus... pain in 
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tenance control against recurring symptoms with regu- 
lar RECTAL MEDICONE Suppositories and/or Unguent. 
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every hospital to have one to three beds available 
for acute alcoholics. This AHA monograph is a small 
entering wedge, demonstrating the current reluc- 
tance and resistance toward admission of alcoholics 
into general hospitals. The only way this barrier 
can be broken is for every hospital to be prepared 
to treat alcoholics on a small scale and to let this 
fact be known. Then mass education for hospital 
staffs and family doctors can begin. 

The general practitioner treats the majority of 
these as yet undesirable patients. The family doctor 
needs help in aiding the alcoholic during his acute 
episode and later in encouraging him to find some- 
thing he will like better than alcohol. Many people 
and much patience are required but this is the be- 
ginning toward solution of the problem. 

—A. J. Russo, M.D. 


Lectures Held During a Course on Occupational Allergy 
Organized Under the Auspices of the European Academy of 
Allergy. Pp. 329. Price, $10. Charles C Thomas, Spring- 

field, Ill., 1959. 

THIS 329-page clothbound book embodies the con- 
tributions of 37 authorities at a conference on occu- 
pational allergy organized by the Netherlands So- 
ciety of Allergy and held at The Hague in May, 1958. 
The meeting, under the auspices of the European 
Academy of Allergy, coordinated the viewpoints of 
specialists in occupational medicine, preventive med- 
icine and allergy and demonstrated that occupa- 
tional allergy cannot be studied from one angle only 
or by a single type of medical practitioner. 

The knowledge that some persons become allergic 
to materials they handle professionally is as old as 
allergy itself. Every means possible must be used to 
prevent and to treat occupational diseases. 

Well illustrated and readable, this text is not dog- 
matic. It offers many viewpoints for discussion, yet 
the subject matter is directive and applicable to daily 
practice. Diagnostic data, illustrative tables and 
material on the therapeutic approach are clear and 
concise. The topics are well organized. 

Recent advances in the clinical field of allergy, 
both diagnostic and therapeutic, have much to offer 
industry. Industry, with its large group of people 
exposed to hazards, can offer much to a better medi- 
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cal understanding of allergic problems. The general 
practitioner can appreciate the nature and the scope 
of industrial allergic illnesses and can help in their 
prevention and relief by absorbing discussions by 
authorities in both fields. Occupational Allergy is of 
both practical and didactic value for everyday use. 
—JOSEPH J. KAUFMAN, M.D. 


Pathology of the Heart. 

2nd ed. Edited by S. E. Gould, M.p. Pp. 1,138. Price, 

$32.50. Charles C Thomas, Springfield, Ill., 1959. 

SINCE heart disease is one of the most important 
problems that we physicians must consider, the 
publication of Pathology of the Heart is indeed timely. 
The book is complete; it thoroughly covers the de- 
velopment and physiology of the normal and the 
abnormal heart. All these factors and types of treat- 
ment offered are discussed, including the newest of 
cardiac surgery. 

The book is printed on fine paper, with easy-to- 
read print and many excellent illustrations. It is 
primarily a volume to be used for reference. One 
would rarely sit down and read the book from cover 
to cover, as with a monograph or another type of 
publication. I have found clearer explanations of 
many new concepts in this book than in any other 
similar volume I have seen. However, I am sure that 
many of the concepts accepted today, as stated by 
the contributors, will change, as all things in medicine 
do as we make progress. 

— HOLLAND T. JACKSON, M.D. 


The Care of Minor Hand Injuries. 

By Adrian E. Flatt, M.p. Pp. 266. Price, $9.50. C. V. 

Mosby Company, St. Louis, 1959. 

THIS 266-page book is divided into two sections: 
“General Principles of Care” and “Care of Specific 
Injuries.” 

The first section, on principles of care, is an ex- 
cellent review of the anatomy and function of the 
hand and of well-accepted surgical techniques. The 
illustrations are exceptionally good. 

Unfortunately the book’s title, Care of Minor Hand 
Injuries, is a misnomer when applied to the second 
section, ‘Care of Specific Injuries.”” Numerous minor 
hand injuries are well described and the techniques 
are widely accepted. However, the author deals at 
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New (12th) Edition! 


Greenhill — 


OBSTETRICS 


graphic description of the 
clinical course and conduct 
of labor and the puerperium 


This is one of the most up-to-date and esteemed 
textbooks in obstetrics now available in any lan- 
guage. Every aspect of the field is covered from 
physiology through prevention of accident and in- 
fection to fa treatment and surgical intervention. 


To insure the most authoritative and current dis- 
cussions, Dr. Greenhill has been assisted by 23 
eminent contributors. They provide definitive in- 
formation on the many advances in endocrinologic, 
nutritional, psychologic and other aspects of preg- 
nancy and the puerperium. Increased emphasis is 
placed on diseases and complications in obstetric 
and postpartum problems. There is much addition- 
al material on fetal problems and on the immedi- 
ate care of the newborn infant. In addition to the 
complete updating and revision of the text matter, 


Fig. 228. Outline drawing of internal rotation in 
progress. Small arrow to right indicates directional 
adjustment of the occipitomental diameter. Curved 
arrow in middle of head illustrates how the larger 
convex part of the head moves backward to settle 
in the posterior concavity of the birth canal. 


162 completely new illustrations have been added. 
Particularly striking are those in the section on 
repair. This book clearly reflects today’s most 
modern practice in obstetrics. 

From the Original Text of JosepH B. DeLee, M.D. By J. P. GREEN 
M.D., Senior Attending fm hy and Gynecologist, The M 
Reese Hospital; Obstetrician and Gynecologist, Associate Staff, The 
Chicago a a Attending Gynecologist, Cook County 


Hospital; Professor of ynecology, Cook County Graduate School of 
Medicine. 1098 pages, 7°x10". with 1291 illustrations on 903 figures, 


i 3 17.00. 
New (12th) Edition—Just Ready! 


Ruch and Fulton — Medical Physiology and Biophysics 
New (18th) Edition! — a striking account of body function 


Familiar to you in previous editions as Fulton's 
Physiology, this new edition presents a beautifully 
delineated and superbly balanced picture of the 
intricate working mechanisms of the human body 
—from description of activities on a cellular level 
to modern concepts on control of cardiac output. 


Many new contributors bring renewed vigor and 
sparkle to the text. You will find greater clinical 
correlations than in any previous edition—the 
linkage of physiology to problems of actual prac- 
tice is strongly developed. Every chapter has een 


_ thoroughly revised. Two new chapters, one on bio- 


r————— Order Today 


physics of the cell membrane and one on the neuro- 
physiology of emotion, illustrate how this text takes 
in the wider scope of today’s physiology. Nearly 
all the chapters on nerves, muscles, reflexes, motor 
systems of the brain, blood, hemodynamics, the 
cardiac cycle, the electrocardiogram and control of 
cardiac output, and respiration are completely new 
or rewritten. 


Edited by THEoporE C. Ruch, Ph.D., Professor and Executive 
Officer, ment of Physiology and Biophysics, University of 
Washington School of Medicine; and JoHN F. Futon, M.D., Si 
of the History = gh of 22 
uthorities. 1232 "x10", wi ustrations. $16.00. _ 
ties. 1232 pages, 612°x10", wi 


W. B. SAUNDERS COMPANY, West Washington Square, Philadelphia 


fA Please send and charge my account: 


(] Greenhill’s Obstetrics, about $17.00 
(0 Ruch and Fulton’s Medical Physiology and Biophysics, $16.00 
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some length with injuries that are not truly minor but 
are major catastrophes of the hand. These severer 
injuries are best handled by a physician who is 
thoroughly familiar with the anatomy and function 
of the hand and not by one who sees these cases only 
occasionally. 

I do not recommend this book for the general prac- 
titioner unless he is astute in distinguishing between 
minor and major hand injuries. 

—ARTHUR DUDLEY, JR., M.D. 


Diseases of the Nose, Throat and Ear. 

7th ed. By I. Simson Hall, M.p. Pp. 467. Price, $5. Wil- 

liams & Wilkins Company, Baltimore, 1959. 
THis book is written with a great deal of detailed 
description—too much, I fear, for the needs of the 
general practitioner. The specialized operations in 
otolaryngology, for instance, are minutely described. 
A good point about the book is its explanation of 
examination techniques for ear, nose and throat. The 
excellent sections on this subject will be useful to 
the general practitioner. Sections dealing with sur- 
gery and anatomy are more suitable for the student 
than for the physician in active practice. Diseases of 
the Nose, Throat and Ear indicates the trend toward 
giving general practitioners more knowledge of prac- 
tical procedures and examination techniques in this 
field. — RALPH E. Cross, M.D. 


Education for Child Rearing. 
By Orville G. Brim, Jr. Pp. 362. Price, $5. Russell Sage 
Foundation, New York, 1959. 
METHODS and results of educating parents to face 
problems of child rearing are examined in this book. 
Among subjects discussed are how the parent influ- 
ences the child and why parents act as they do. Also 
included is an evaluation of the aims of parent edu- 
cation and the methods of disseminating information. 

The second part of the book deals with material 
that should be included in parent education, choice 
of presentation methods, selection and training of 
personnel and, finally, evaluation of the results. 

The book is well written and covers the subject 
adequately. Because parent counseling is a part of 
the everyday life of the general practitioner, this 
book could be valuable to him from time to time. 

—J. D. MURPHY, M.D. 
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NEW 


CLINICAL 


BOOKS! 


For the Internist, GP, 
Obstetrician and 
Pediatrician 
Ready Later This Month! Edwards 
HYPERTENSIVE DISEASES 


Here is a new, well documented guidebook to the practical 
management of the patient with hypertensive diseases. Writ- 
ten by an active and experienced clinician, Joseph C. Edwards, 
M.D., this new book can give you up-to-date guidance in 
developing the skills and wisdom needed to prescribe effective 
therapy for each individual patient. A most practical and 
clinically useful chapter evaluates all of the new anti-hyper- 
tensive drugs and describes recommended dosages, principal 
side reactions and toxic effects. Excellent discussions on estab- 
lishing the psychological rapport with the patient, on tran- 
quilizers and on the placebo effect of any drug add to the value 
of the book. 


Approx. 500 pages, 6%" x 9%", approx. 67 illustrations. About $15.00. 


Just Published! Abramson 
RESUSCITATION OF 
THE NEWBORN INFANT 


For the physician concerned with respiratory difficulties of 
newborn infants, this new book can serve as a very practical, 
down-to-earth guide to the correct procedures to follow during 
the first few hours of life. All of the influences at work before 
conception, during pregnancy, in and around the birth of the 
baby and immediately after birth which may possibly con- 
tribute to neonatal respiratory insufficiency are taken into 
consideration. 


Edited by HAROLD ABRAMSON, M.D. Written by 24 clinicians and educators . 
Just coe . Approx. 210 pages, 6%" x 9%", approx. 35 illustrations, 
About 


Clip This Coupon to 
Order on 10 Day Approval! 


The C. V. MOSBY Company 
3207 Washington Boulevard, St. Lovis 3, Missouri 


Please send me immediately upon pe 
checked below. endevtund Gat | am 


can return (it) (them) within 10 days without pay memo | 
realize that if | enclose remittance with this order, |" envenoming 
OC Edwards, HYPERTENSIVE About $15.00 
(C0 Abramson, RESUSCITATION OF THE NEWBORN 
OC Payment enclosed 0 Charge my account 
(Same return privilege) 0 Open a new account for me 
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AQUEOUS COLLOIDAL SOLUTION 


1a clear, stable, aqueous colloidal solution for administration 
«intramuscularly  - intravenously subcutaneously 


a dosage form for every Vitamin K indication: 
AquaMEPHYTON (for intramuscular, intravenous, subcutaneous 
| administration), 1-cc. ampuls containing 10 mg. MEPHYTON, Vitamin K, 
‘3 TABLETS MEPHYTON (for oral administration), 5 mg. 


EMULSION MEPHYTON (for intravenous administration only), 
l-cc, ampuls containing 10 mg. and 50 mg. per cc. 
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ON 


in painful urinary infections 


PRECISE 
CONTROL 
BOTH 
PAIN 
PATHOGEN 


For the patient: FREEDOM FROM PAIN 
Pyridium relieves pain, burning, urgency 
and frequency in 30 minutes. Unlike 
fixed urinary analgesic/antibacterial com- 
binations, Pyridium analgesia can be con- 
tinued as needed...stopped...or resumed 
if pain occurs. 


PYRIDIUM 


brand of phenylazo-diamino-pyridine HCI 
stops urinary pain in 80 minutes 


Sf 


/ 


For the physician: FREEDOM OF CHOICE 
Freed from the restrictions of fixed anal- 
gesic/antibacterial combinations, the 
physician can choose the urinary antibac- 
terial most specific for the infection. In 
making your choice of antibacterial, con- 
sider Mandelamine.® 


MORRIS PLAINS, NV. 
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AN ACADEMY OFFICER’S PROFILE... 


Dr. Michaelson—Man in Motion 


A NATIVE ALABAMAN, Dr. Julius Michaelson, is 
one of the three new members of the Academy’s 
Board of Directors. 

Though young (born 1920 at Bessemer, Ala.), 
Dr. Michaelson has had a background of key 
posts to qualify him for this national office. 

A member of the Alabama chapter’s board of 
directors for seven years, Dr. Michaelson has 
served both as its chairman and as president of 
the Cotton State chapter. He has been a national 
delegate for six years, a member of the preceptor- 
ship committee and a past member of the chap- 
ter’s education, membership and credentials, and 
rural health committees. 

With his election in Philadelphia to the AAGP 
Board, Dr. Michaelson was chosen chairman of 
the Commission on Membership and Credentials. 

In past years he was a member of the Ross 
Awards Committee and was a panelist last year 
at the State Officers’ Conference. 

His Assembly tenure has been outstanding, 
having served on many reference committees, as 
chairman of the Rules Committee, as chairman of 
the Sergeant at Arms Committee last year in San 
Francisco and also on the Nominating Committee. 

His professional interests have kept him busy 
in the Baldwin County Medical Society. He has 
been a delegate for nine years, is a past president, 
past secretary-treasurer and a past chairman of 
the board of censors. 

On the state level, he has been chairman and a 
member of the state medical association’s Com- 
mittee on Public Relations and Medical Services 
for six years. A counselor from the Second Con- 
gressional District, he is a member of the Com- 
mittee on American Medical Education Founda- 
tion, on the Committee on Legislation and a 
member of the State Medical Officer Advisory 
Committee on Poliomyelitis. 
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Other professional memberships include Amer- 
ican College of Sports Medicine, Gulf Coast 
Clinical Society, Southern Medical Association 
and American Heart Association. 

Couple all his professional leadership with civic 
activities and the personality of Julius Michael- 
son becomes quite clear. For six years he has been 
chairman of the Foley schools board of trustees, 
is a past president of Optimist Club, is Foley 
High School team physician and assistant foot- 
ball coach, medical advisor for Area Civil De- 
fense, chairman of the Chamber of Commerce’s 
committee on health and recreation. In addition, 
he is a member of the Lions Club, a 32nd degree 
Mason, a member of Abba Temple Shrine, Amer- 
ican Legion and Mobile Academy of Science. 

He is also a deputy sheriff and a ham radio 
operator. 

The key to Dr. Michaelson’s success goes back 
to his college days at Louisiana State University 
where he was an honor student and a varsity 
leader—not to mention a football player. His 
leadership continued in medical school at LSU. 

Following graduation he interned at United 
States Marine Hospital, Staten Island, N. Y., 
then served in the Army from 1945-47. 

In 1947 he began private practice in Foley 
and is now in partnership with Dr. John E. Fos- 
ter, a past president of the Alabama chapter. 

Dr. Michaelson is on the active staffs of Provi- 
dence Hospital, Mobile and South Baldwin Hos- 
pital, Foley. He is chief of surgery and chairman 
of the tissue committee at the latter. He is also on 
the courtesy staffs of Mobile Infirmary and 
Blessed Martin de Porres Hospital, Mobile. 

Dr. Michaelson is the son of Bernard L. and 
Sarah H. Michaelson. His wife is the former Miss 
Flossie Strauss of Baton Rouge, La. They have 
three sons, Jeffrey, 14; Frederick, 18and Julius, 10. 
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Blue Shield Takes Steps to Insure Better Health Insurance Coverage 


Commission Named to Study How Blue Shield Concepts and Coverage Can Be Unified 


WITHIN A MONTH after the first National Con- 
gress on Prepaid Health Insurance was held May 
13-14 in Chicago, the National Association of 
Blue Shield Plans announced the establishment 
of a Blue Shield Study Commission. Its purpose 
is to undertake a major study of the “differences 
of concept and coverage”’ among the nation’s 75 
Blue Shield Plans which “have resulted in dif- 
ferent approaches to the problem of providing 
adequate protection to the public.” 

Dr. Donald Stubbs, chairman of the board of 
the national association, has pointed out that 
while the setting up of this commission was di- 
rected by the Annual Conference of Blue Shield 
Plans in Los Angeles last April, its area of study 
and recommendation is logically related to the 
action taken by the House of Delegates of the 
American Medical Association on June 15 in 
Miami. There the delegates reiterated AMA sup- 
port of the Blue Shield concept and provided for 
strengthened liaison between the AMA and Blue 
Shield Plans. 

(Dr. Stubbs is also a member of the AMA’s 
new Commission on Cost of Medical Care.) 

“The job of this new Blue Shield Study Com- 
mission,” said Dr. Stubbs, “‘is to identify and 
pinpoint the specific problems that must be 
solved and the needs that must be met within 
Blue Shield if it is to be able to extend the broad- 
est medical prepayment protection, under medi- 
tal auspices, to the greatest possible number of 
people, and thus make the maximum contribu- 
tion both to the public welfare and to the free 
practice of medicine.” 

Dr. Henry S. Blake of Topeka, Kan. is chair- 
man of the nine-man commission. Three of its 
members are the AMA representatives on the 
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board of directors of National Blue Shield Asso- 
ciation—Drs. David B. Allman of Atlantic City, 
N. J.; George M. Fisher of Ogden, Utah, and 
Dwight H. Murray of Napa, Calif., an Academy 
member. 

Other members are Dr. Carl R. Ackerman, 
board chairman of the New York City Blue 
Shield Plan; Dr. A. A. Morrison of Ventura, 
Calif.; Dr. Donald N. Sweeney of Detroit, Mich.; 
Mr. Lewis G. Hersey, executive director of the 
Medical Service Bureau (Blue Shield Plan) of the 
Utah State Medical Association, and Mr. Walter 
R. McBee, executive director of the Texas Blue 
Shield-Blue Cross Plans. 

The first National Congress on Prepaid Health 
Insurance which was held in May under the 
sponsorship of the AMA’s Council on Medical 
Service has drawn much favorable comment in 


Donald Stubbs, M.D. 

As chairman of the Board 
of Directors for National 
Association of Blue Shield 
Plans, Dr. Stubbs an- 
nounced the establishment 
of the Blue Shield Study 
Commission. 


Henry S. Blake, M.D. 
Dr. Blake of Topeka, Kan, 
is chairman of the nine- 
man study commission for 
Blue Shield. 
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Blood pressure that goes up with stress 
often comes down with SERPASIL 


One reason that many cases of hypertension 
respond to Serpasil is that many cases are as- 
sociated with stress. Stress situations produce 
stimuli which pass through the sympathetic 
nerves, constricting blood vessels, and increas- 
ing heart rate. Hyperactivity of the sympathetic 
nervous system may elevate blood pressure; if 
prolonged, this may produce frank hyperten- 
sion. By blocking the flow of excessive stimuli 
to the sympathetic nervous system, Serpasil 
guards against stress-induced vasoconstriction, 
brings blood pressure down slowly and gently. 


(reserpine ciBa) 
in mild to moderate hypertension, Serpasi! is 
basic therapy, effective alone “*...in about 70 
per cent of cases...’’* 
In severe hypertension, Serpasil is valuable as 
a primer. By adjusting the patient to the physio- 
logic setting of lower pressure, it smooths the 
way for more potent antihypertensives. 
In all grades of hypertension, Serpasil may be 
used as a background agent. By permitting 
lower dosage of more potent antihypertensives 
Serpasil minimizes the incidence and severity 
of their side effects. 


cia 


*Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Carolina M. A. 51:417 (Dec.) 1955, 


@empiete information available on request. 


the press. Reacting to these results, in June the 
AMA’s House of Delegates called for continuing 
liaison between the AMA and health plans, in- 
cluding closed panels, and particularly urged a 
second national conference. 

The first conference, which was held in Chi- 
cago, was attended by more than 200 persons 
representing state medical societies, private car- 
riers, the “blues” organization, specialty sccie- 
ties, the American Academy of General Practice, 
labor unions, group practices and other inter- 
ested organizations. 

While the meeting did not dwell at length on 
broad plans for the future, both medicine and the 
unions represented agreed that the voluntary 
way is the most desirable. 

Speaker after speaker pointed out that the 
voluntary method must find some way to assist 
those in communities who need help. If they fail, 
they realize that federal programs will be pushed 
harder. 

Discussions divulged that a few isolated physi- 
cians still feel that the voluntary prepaid system 
issocialistic. It was pointed out that if these doc- 
tors continue to maintain this position they can 
do much harm. 

It was the consensus that health insurance is 
doctor business and that physicians must quit 
hiding their heads in the sand. They must lead 
the public into the proper channels and take the 
lead in extending the areas of care. 

Reports showed that pending changes in many 
plans are phenomenal and will answer many of 
the complaints that the public now has regarding 
Yoluntary prepaid insurance. 

For instance, it was pointed out that 65 per 
tent of the aged in this country who want and 
need health insurance have it. If voluntary plans 
are left alone and not subjected to federal inter- 
Vention, it is estimated that 90 per cent of the 
aged will have insurance by 1970. 

Problems were aired throughout the meeting. 
Alabor leader, Mr. Jerome Pollack of the United 
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First National Congress on Prepaid Health Insurance— 
More than 200 persons representing state medical societies, 
private carriers, the “‘blues”’ organization, specialty societies, 
the American Academy of General Practice and labor unions 
atiended the May 18-14 meeting in Chicago. 


Step in the Right Direction—The efforts put forth in the 
AMA-sponsored prepaid health insurance congress were 
lauded by the public press. In June the AMA house of dele- 
gates urged a second national congress. 


Auto Workers said, “Increased coverage must go . 
beyond the surgical and cutting procedures.” He 
admitted that his union is pushing hard for this 
increased coverage. 

Then there was the disturbing fact that while 
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FOR THE 
ARKINSON 
PATIENT 


smooth, straight-line motion... 


Stands out as a drug of choice in Parkinsonism. Appears 
well suited for a great number of patients.’ Unexcelled for 
sustained, continuing control of rigidity, tremors’... restora- 
tion of normal functional mobility...suppression of other 
symptoms...with minimal risk of untoward effects.’ 


Trihexyphenidy! HC! Lederle 
1. Critchley, M.: British M. J. 2:1214 (Nov. 15) 1958 
2. Doshay, L. J.: Current M. Dig. 22:11 (Nov.) 1956 
rst day, gr ually increased according to response, to 6-10 mg. “iaily | in 3 divided dees ai at 3. De Jong, R. N.: J. Michigan M. Soc. 57:722 (May) 1958. 


mealtimes. 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York ELever) 


Indicated: All types of Parkinsonism including common Parkinsonoid side oe of ane 
thiazine therapy. Supplied: Tablets, 2 mg. and 5 mg.; Elixir, 2 mg./ 
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73 per cent of this country’s population is cov- 
ered to some extent against illness by voluntary 
prepaid plans, only 25 per cent of the total bill is 
paid for in this manner. 

The AMA director of economic research, Ar- 
thur Kemp, Ph.D., pointed out, however, the 
basic philosophy: 

“Something for nothing cannot be had. It goes 
against all the laws of economics and the public 
must be trained to realize this. The more compre- 
hensive the coverage, the greater the cost must 
be.” 

This philosophy was also reiterated by Mr. Jay 
Anderson of American Hospital Association. He 
said, “The increasing demands for more compre- 
hensive coverage by the public can only mean in- 
creasing cost in the area of hospital care. To ren- 
der more comprehensive service today, calls for 
greater skill and equipment and therefore in- 
creases the cost of hospitalization.” 

The problem of loose contracts was also dis- 
cussed. In some contracts, benefits are not well 
identified and people really do not know what 
coverage they have until they go to file a claim. 
Often they find their particular illness is not cov- 
ered. 

Another weakness in the voluntary prepaid 
field is that a word means one thing to one person 
and something else to another. The wordage and 
terminology that have been used in some cases 
confuse the general public. 

It was suggested that county medical societies 
can be more effective than any other group in 
curtailing abuses in health insurance if the county 
society will constantly remind its members that 
persons should be hospitalized only as long as ill- 
hess makes it necessary. 

It was further pointed out in the meeting that 
the tensions that exist in the voluntary prepaid 
field between private and nonprofit groups come 
between doctors and hospitals, and they must 
disappear if voluntary prepaid plans are to be 
saved. 
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Meeting participants stressed that bickering 
has grown to alarming dimensions and must 
cease. If not, they warned that the public will 
react at the ballot box, if they think that their 
health dollar is not giving them all they need. 

It was generally pointed out that misuse and 
not abuse is the greatest fault in the voluntary 
prepaid field. 

Other conclusions drawn were that more peo- 
ple are able to pay and demand better service 
today. Generally the public has become medically 
sophisticated in comparison to what it was 20 
years ago. 


British Entertain AAGP President—In a post-Assembly 
meeting, Academy President John Walsh and a group of 
AAGP members were guests in London of the College of 
General Practitioners of Great Britain. During the scientific 
session, Dr. John Hunt, Honorable Secretary of the British 
Council, presented a paper on “‘The Relief of Pain.” Shown 
here following lunch are Dr. Hunt (left to right), President 
Walsh and Dr. Annis Gillie, chairman of the Council for the 
College of General Practitioners who will be visiting in the 
United States this month. The British college president, 
Dr. George Abercrombie, was called away on an emergency 
before the photo was taken. 
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the only 
RSPECIFIC ANTIMYCOTIC 

VAGINAL TABLET WITH 
oA GEL FORMING BASE 


+ + 


Se 


A vaginal therapy: chloride (gentian violet ) 
has generally proved the most éffe@tive and specific agent for the 
treatment of Vaginal candidiasis caused by the fungus Candida. 


Ox 


ox 


See Hye Gentian Violet Tablets virttially eliminate the principal dis- 
oer » advantages of present gentian violet preparations. They may be 
without staining and have 
psychological and aesthetic acceptance. 
ses Hyva combines the fungicidal ‘action of gentian violet (1.0 mgm.) 
with three active sutfdee téducing agents and bactericides. * 
mess These active ingrediéntshave been incorporated into a mildly 


‘gel’ forming base which provides for maximum and 


“prolonged effectivenéss. Shorter treatment time is required 
without the messiness normally experienced. 
on “Oks tablet intravaginall y for 12 nights. When necessary one 


tablet twice daily may be recommended. Patient should take a 
Nylmerate Solution water douche on arising and 
preceding next tablet application. 


Prescribe Hyva Gentian Violet 
Tablets with applicator—boxes of 12 tablets. 


Write for descriptive literature 


*Alkyldimethylbenzylammonium chloride 

(0.5 mgm.) 
Polyoxyethylenenonylphenol (10.0 mgm.) 
Polyethlene Glycol Tert-Dodecy!thioether 
(5.0 mgm.) 


HOLLAND-RANTOS Co., INC. 
145 HUDSON STREET - NEW YORK 138, N.Y. 
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From GP’s Special Washington Correspondent 


JusT BEFORE its July recess for the political con- 
ventions, Congress passed several bills of medical 
significance. All were approved by President 
Eisenhower and became federal law. 

The International Health Research Act auth- 
orizes the Public Health Service to foster assist- 
ance to friendly nations in various ways, includ- 
ing interchange of medical leaders, for purpose of 
supporting global cooperation in medicine and 
public health. 

A victory was achieved by the optometry lobby 
in Washington, despite resistance by organized 
medicine, when Congress passed and President 
Eisenhower signed a bill that permits optome- 
trists to perform eye examinations on Veterans 
Administration beneficiaries. As a result, oph- 
thalmologists will lose an appreciable share of the 
refractions and other services which formerly 
were reserved for them exclusively. 

Another liberalization of veterans’ benefits en- 
acted despite disapproval of the hospital industry 
puts a dent in the rule that outpatient care shall 
be limited exclusively to service-connected cases. 
Under this new amendment, VA may provide 
such care for non-service-connected conditions 
where it is deemed to be a necessary preliminary 
toinpatient care or a follow-up on hospitalization. 

Food and Drug Administration is the admin- 
istering agency for two major bills which have 
become federal law. One tightens FDA controls 
over color additives which go into foods, drugs 
and cosmetics. The other does the same thing for 
labeling of household products which contain 
hazardous substances. ; 


The Sucker Market 


A recent visit by two agents of Food and 
Drug Administration yielded a rich harvest of 
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Trends and Events in the Nation’s Capital 


nostrums, producing evidence that Americans 
were never more gullible to quackery. 

Posing as customers in a retail store featuring 
“cures,”’ the agents were introduced to tonics, 
teas, creams and pastes for treatment of epilepsy, 
kidney stones, varicose veins, arthritis, meno- 
pause and diabetes. Among items marketed to 
combat disease were skunk cabbage, devil shoe 
string, figwort, dog grass and turtlebloom. 

When one of the clerks was asked by the “cus- 
tomers” if they could see “the doctor,” he replied 
the doctor was away most of the time on drug 
buying expeditions “but any of us can help you.” 


Many Acute Illnesses 


Between June, 1958, and June, 1959, the Na- 
tional Health Survey of U.S. Public Health Serv- 
ice estimates 367.9 million acute conditions oc- 
curred in the United States, 58 per cent of them 
respiratory. On the basis of projections of house- 
hold interviews covering 120,000 persons in all 
parts of the country, it was found that 37.8 per 
cent of all cases caused some restriction of activ- 
ity but called for no medical attention; 24.3 per 
cent required medical care but did not restrict 
physical activity, and 37.9 per cent necessitated 
both. 

Of the 228.9 million cases of acute illness (in- 
cluding injuries) seen by physicians during this 
one-year period, 46 per cent affected children 
under 15 and only 19.4 per cent involved persons 
45 and over. 

Other than the 215.3 million (58.5 percent) 
upper and lower respiratory conditions, there 
were 44.2 million (12 per cent) cases of infectious 
and parasitic diseases; 20.4 million (5.5 per cent) 
of digestive tract conditions, and 49.5 million 
(13.4 per cent) injury cases. Miscellaneous acute 
conditions accounted for 38.5 million (10.5 per 
cent) cases. 
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NOW—a new mouth-fitting nipple 
designed to reduce feeding problems 


New Gurity Rib Nipple helps prevent 
excessive air swallowing— 
won't collapse or bite shut 


Now, for the first time in the history of modern baby care, 
a nipple has been made to fit the mouth completely —from 
corner to corner. 

The Curity Rib Nipple, with its reinforced side channels, 
fills out an area that the regular bell-shaped nipple leaves 
open to air swallowing. 

: The Rib Nipple has been tested for two years in hospital 
CURITY Rib Nipple fills out mouth from trials. Tests on sluggish eaters, premature babies and cleft 
corner to corner—Hollow side ribs seal out air, | Palate cases showed a marked improvement in eating habits. 
assure steady milk flow. Won't bite shut, even Subsequent trials in the home showed that mothers pre- 
under hard sucking and biting. ferred the Rib Nipple 2 to 1 over regular nipples. 


Milk always gets through 

Feeding is steadier, faster, easier. The strong, supple rubber 
of the Curity Rib Nipple can withstand sterilizing and de- 
tergent action to an exceptional degree. In laboratory tests, 
the Curity Rib Nipple lasted twice as long as the leading 
nipple of conventional design. 

Available in complete Sure-Grip nurser. New contoured 
Curity bottle provides exceptionally firm grip. Square shape 
stores easy. 


Rib Nipple 


BAUER & BLACK 


Civision 
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Symposium to Continue 

Washington’s annual symposium on clinical 
and laboratory results with new antibiotics will 
have a 1960 edition, despite fears to the contrary. 

The Society for Industrial Microbiology an- 
nounced recently that it will sponsor the eighth 
annual symposium. All previous meetings had 
been directed by Henry Welch, who earlier this 
year resigned under fire as head of the antibiotics 
division in Food and Drug Administration. 

Sessions will be held at Washington’s Hotel 
Mayflower and the anticipated attendance is 500. 
A three-day scientific program of 125 papers is 
planned, with October 26 as the opening date. 

“In making arrangements for the 1960 gather- 
ing, we are taking steps to guarantee that no 
abuses of privilege will creep in, and that no per- 
son, corporation or agency will benefit financial- 
ly,” said Charles Yeager of Chicago. He is presi- 
dent of the society. 


High Vendor Payments to Aged 


Latest figures of Social Security Administra- 
tion disclose that in May of this year nearly $45 
million was expended in vendor payments for 
medical care of public assistance recipients. Ben- 
eficiaries of old age assistance accounted for $24.8 
million, or well over 50 per cent, of the vendor 
payment total. 

In other assistance categories, May payments 
for medical care (including drugs) were as follows: 
Aid to dependent children, $5.1 million; aid to 
the blind, $0.7 million; aid to permanently and 
totally disabled, $4.1 million; general assistance, 
$9 million. 

States in which vendor payments ranked high- 
est were Massachusetts, $4.3 million; California, 
$3.7 million; New York, $5.6 million; Illinois, 
$4.1 million; Wisconsin, $2.2 million; Washing- 
ton, $1.8 million. 


Also See AMA Washington Report, page 231. 
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treats their 
while they wash 


degreases 
the skin 
completely 
emulsifies and 
washes off 
excess oil 
from the skin. 


helps remove 
blackheads 
penetrates 

and softens 
comedones, 
unblocks pores 
and facilitates 
removal of sebum 
plugs. 


dries and peels 
the skin 
removes papule 
coverings and 
permits drainage 
of sebaceous 
glands. 


Patients like Fostex because it is $0 easy to use. 
They simply wash acne skin 2 to 4 times a day 
with Fostex Cream or Fostex Cake, instead of 
using soap. 


Fostex contains Sebulytic®,* a combination of 
surface-active wetting agents with remarkable 
antiseborrheic, keratolytic and antibacterial ac- 
tions ... enhanced by sulfur 2%, salicylic acid 
2%, and hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl ary! polyether sul- 
fonate and sodium dioctyl sulfosuccinate, 


Fostex is available in two forms 


FOSTEX Fostex Cream and Fostex Cake 

CREAM are interchangeable for thera- 

in 4.5 oz. jars peutic washing of the skin. 

‘ Fostex Cream is approximately 

twice as drying as Fostex Cake. 

FOSTEX Fostex Cream is also used as a 

CAKE therapeutic shampoo in dan- 
in bar form druff and oily scalp. 


Write for samples - 


WESTWOOD PHARMACEUTICALS 
Buffalo 13, New York 
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GUEST SPEAKERS FOR 1960 SYMPOSIUM ON 


Ivan L. Bennett, Jr., M.D. 
Holder of Phi Beta Kappa and 
Sigma Xi academic laurels, 
Dr. Bennett is Baxley profes- 
sor of pathology at Johns 
Hopkins University and path- 
ologist-in-chief at Johns Hop- 
kins Hospital. A graduate of 
Emory University, his former 
teaching assignments have in- 
cluded Yale University. 


His topic— Pathogenesis of 
Fever 


C. Henry Kempe, M.D. 

A graduate of the University 
of California, Dr. Kempe is 
now head of the Department 
of Pediatrics at the University 
of Colorado School of Medi- 
cine, Denver. In 1955-56, he 
was Fulbright professor of 
pediatrics and virology at the 
Institute Superiore de Sanitas, 
Rome, Italy. 


His topic— Antibiotics in Pedi- 
atric Practice 


Edward H. Kass, M.D. 

With a Ph.D. from University 
of Wisconsin and an M.D. 
from University of California, 
Dr. Kass now is associate pro- 
fessor of bacteriology and im- 
munology at Harvard Medical 
School and is associate direc- 
tor at Mallory Institute of 
Pathology, Boston City Hos- 
pital. 


His topic— The Significance of 
Bacteriuria 


INFECTIOUS DISEASES 
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Robert J. Huebner, M.D. 

In government service since 
his graduation from St. Louis 
University School of Medicine 
in 1942, Dr. Huebner has been 
chief of the Laboratory of 
Infectious Diseases at the 
National Institute of Allergy 
and Infectious Diseases, Na- 
tional Institutes of Health, 
Bethesda, Md. 


His topic— What is Nonpar- 
alytic Polio? 


Howard H. Steel, M.D. 
Associate professor of ortho- 
pedics at Temple University 
Medical School and Hospital, 
Philadelphia, Dr. Steel is also 
assistant professor of ortho- 
pedics of the Graduate School 
at the University of Pennsyl- 
vania. Other positions include 
that of consultant at the Vet- 
erans Administration Hospital 
in Philadelphia. 


His topic— Surgical Infections 


Vernon Knight, M.D. 

With a background of teach- 
ing at Cornell University and 
Vanderbilt University medical 
schools, Dr. Knight is now 
clinical director of the Insti- 
tute of Allergy and Infectious 
Diseases, National Institutes 
of Health, Bethesda. He is @ 
Harvard Medical School grad- 
uate. 


His topic—Shock in Acute In- 
fection 
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September Spotlight on Symposium and ‘‘Treasure Island Journey’ 


PIECES OF EIGHT have been dusted off awaiting 
the hearty buccaneers who will be in Kansas City 
September 24-25 for a “Journey to Treasure 
Island” —the State Officers’ Conference. 

On Friday, September 23, state officers as well 
as other physicians from all over the nation will 
be attending the Fourth Annual Symposium on 
Infectious Diseases at Kansas University Medi- 
cal Center, Kansas City, Kan. 

The symposium which is jointly sponsored by 
the Academy and the University of Kansas 
School of Medicine, through a grant from and 
with the cooperation of Lederle Laboratories, 
Pearl River, N. Y. offers six hours of Category I 
study credit. 

The program will be comprised of six outstand- 
ing individual presentations by nationally-known 
authorities in the infectious disease field. (See 
cuis.) In addition there will be morning and 
afternoon panel discussions which will include 
questions from the audience. Dr. Robert Weber, 
assistant professor of medicine and microbiology 
at the medical center, will moderate these ses- 
sions, as he so ably has the past three years. 

The symposium audience will be greeted by 
Academy President John Walsh of Sacramento, 
Calif. Dr. Amos Johnson, chairman of the Com- 
mittee on Scientific Assembly under whose direc- 
tion the symposium is planned, will be the pre- 
siding officer. 

Registration will begin at 8:30 A.M. at Batten- 
feld Auditorium on the medical center campus; 
the program will get under way at 9 A.M. 

There will be coffee breaks during the day- 
long program and a reception will be given by 
lederle Laboratories at 6 P.M. in Hotel Muehle- 
bach. The wives of registrants will be hosted at a 
luncheon on Friday. 

The program for the State Officers’ Conference 
which was announced in last month’s GP, will 
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carry a buccaneer theme. The only departure 
from usual chapter channels of interest is the 
Saturday afternoon program on National Pur- 
pose. This part of the program will include film 
clips and sound tapes which will pinpoint the 
weaknesses in this nation’s moral fiber. This is 
almost sure to be one of the most stimulating 
sessions of the entire conference. 

The Saturday evening entertainment will pro- 
vide a change of pace with “‘A Jolly Good Time 
with the Jolly Rogers.’’ With some outstanding 
professional talent promised, there will be a 
sprinkling of other good humor for an evening of 
relaxation and fun. Banquet tickets are $7 and 
may be purchased upon arrival in Kansas City. 
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The physician listens to a tense, nervous patient 
discuss her emotional problems. To help her, he 
prescribes Meprospan (400 mg.), the only con- 
tinuous-release form of meprobamate. 


She stays calm while on Meprospan, even under 
the pressure of busy, crowded supermarket shop- 
ping. And she is not likely to experience any 
autonomic side reactions, sleepiness or other 
discomfort. 


Relaxed, alert, attentive ...she is able to listen 
carefully to P.T.A. proposals. For Meprospan 
does not affect either her mental or her physical 
efficiency. 


The patient takes one Meprospan-400 capsule at 
breakfast. She has been suffering from recurring 
states of anxiety which have no organic etiology. 


She takes another capsule of Meprospan-400 with 
her evening meal. She has enjoyed sustained 
tranquilization all day —and has had no between- 
dose letdowns. Now she can enjoy sustained 
tranquilization all through the night. 


nervousness or tension. (Literature on Meprospan 
is available from Wallace Laboratories, Cran- 
bury, N. J.) 
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New Zealand General Practitioners 
To Hold Second Congress in Auckland 


THE ACADEMY has been asked to send an official 
representative to attend the Second Congress of 
the New Zealand College of General Practitioners 
which will be held February 6-10, 1961 in Auck- 
land. 

The congress is being held in conjunction with 
the annual general meeting of the British Medical 
Association, which also includes the medical as- 
sociation branches in Australia and New Zealand. 

It is the custom every so many years to hold 
the BMA meeting outside of Britain. It is ex- 
pected that a considerable number of English 
doctors and those from other parts of the Com- 
monwealth will be attending. 

Representatives have been invited to attend 
the general practitioner congress from Britain, 
Australia and Canada. Dr. J. H. Hunt, general 
secretary of the British College of General Prac- 
titioners, plans to attend. 

Registration for the general practitioner con- 
gress will begin Saturday, February 4. The con- 
ference proper will be held February 6 through 
February 10. 

Physicians wishing to attend should make ar- 
fangements by contacting Dr. D. C. Campbell, 
Honorable Secretary of the New Zealand Coun- 
cil, The College of General Practitioners, 13 
Maungakiekie Ave., One Tree Hill, Auckland 
5. E. 4, New Zealand. 


Coronet Reveals Academy Member 

Judd’s Long Battle Against Cancer 
THE MONTH that Dr. Walter Judd of Minnesota, 
tanking Academy member in the U.S. House of 
Representatives, made the sparkling Republican 
keynote speech in Chicago, the story of how he 
has been fighting a battle against cancer for 30 
years was revealed in Coronet magazine. 
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Gradie R. Rowntree, M.D. 
Dr. Rowntree of Louisville, 
Ky., is the new president-elect 
of the Industrial Medical Asso- 
ciation. Academy Member 
Rowntree, nationally-known au- 
thority on industrial health, was 
first vice president of the 4,000 
member association the past 
year and has served twice on its 
board of directors. He is a mem- 
ber of the AAGP’s Committee 
on Industrial Health. 


Despite 17 years in Congress and wide fame 
as a physician, medical missionary and foreign 
affairs specialist, this was the first time that his 
story has been told. 

Dr. Judd admits, “As a result of radiation, I’ve 
spent my life with cancer. Because of it, I’ve been 
developing as many as 15 small precancerous 
growths on my face every year for 27 years. And 
they’re still developing.” 

His battle began because of over exposure to 
x-ray for the treatment of acne when Judd was 
18 years old. 

The story, ‘““The Congressman’s.Scars of Cour- 
age,’”’ recounts the continuous battle that he has 
had in the ensuing years. Naturally, Dr. Judd is 
sensitive to any misuse of radiation by physi- 
cians, but he believes a greater danger to be “a 
tendency of doctors to become overcautious and 
fail to use radiation where they should.” 

Dr. Judd opposed a bill for a “crash program” 
against cancer, because he felt it was ill-conceived 
and would “trifle” with the hopes of cancer suf- 
ferers. However, Dr. Judd supported legislation 
to establish the National Cancer Institute of the 
USPHS, worked for effective American member- 
ship in the World Health Organization and repre- 
sented the U.S. at the 1950 World Health Assem- 
bly. 

As the story points out, Academy Member 
Judd believes his affliction has strengthened him. 

He insists, “I’m convinced that if you believe 
in what you’re doing, you gather together all 
your force. I think we’ve all got much greater 
capacities than we ordinarily bring into use. As a 
doctor, I’ve often been able to say to a patient 
with a physical handicap: ‘I know how you feel.’ 
But a person can either quit or he can stand up 
and face life. No one has had any more reason to 
quit than I have. But believe me, if you face up, 
people will be on your side.” 
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“All my convalescent patients get an extra lift with ‘Beminal’ Forte” 


improve nutrition— 
accelerate 
recovery with | 


EMINAL 
ORTE 


Therapeutic B Factors with Vitamin C 


A single capsule provides 250 
mg. of vitamin C and massive 
doses of B factors to meet the 
need when requirements are high 
and reserves are low. Prescribe 
“Beminal® Forte during con- 
valescence, pre- and postopera- 
tively, and for patients on special 
diets to improve the prognosis 
and accelerate recovery. 
Supplied: No. 817 — Bottles of 100 
and 1,000 capsules. 


Ayerst Laboratories - New York 16, N. Y. + Montreal, Canada 
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Nassau County Physicians Lead Opposition 
To Union Operated Cut-Rate Drug Stores 


UpoN ANNOUNCEMENT that nine major labor 
unions plan to operate a chain of cut-rate drug 
stores in New York City, organized medicine in 
Nassau County, N. Y. moved in opposition. 

The reaction by the Nassau Physicians Guild 
was the first to be made public by organized 
medicine. The Nassau Physicians Guild is an 
affiliate of the Nassau County Medical Society, 
whose function it is to speak for the profession 
on issues of public policy. 

The guild led the opposition last March to a 
plan by the Long Island Federation of Labor to 
buy the Hempstead General Hospital. The labor 
federation withdrew its bid after the Protestant 
Episcopal Diocese of Long Island indicated in- 
terest in acquiring the 175-bed proprietary insti- 
tution. 

The guild now questions whether union-sup- 
ported drug stores would give adequate care to 
quality in the filling of prescriptions. 

The guild further warned that there is the 
danger that these proposed stores will operate as 
a “closed corporation.” In other words, partici- 
pating unions will try to insist that their mem- 
bers purchase drug supplies and prescriptions 
from the union-supported outlets and no others. 

Six associates of retail pharmacists have also 
banded together against the union-sponsored 
plan. The pharmacists are being backed by the 
union representing their registered pharmacists 
and clerks, who fear that their organization will 
lose more jobs than it will gain. 


Persons Moving to New Homes Told 
How to Avoid Disenfranchisement 
CENsUS BUREAU FIGURES show that 4.5 million 


men and women of voting age will move from one 
State to another this year, while another four 
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Commission on Education in Miami Beach Session— 
Members of the Commission on Education met in shirt-sleeve 
working sessions June 17 and 18 at the Americana Hotel. 
Starting lower left going clockwise are Dr. J. Alison Cary, 
Joseph W. Crookshank, Francis L. Land, Leland S. Evans, ~~ 
Horace W. Eshbach, Chairman John Paul Lindsay, Miss Gat 
Paula Yurchak, Mr. Charles E. Nyberg, Drs. Cecil M. French r 
and Roscius C. Doan. Drs. Thomas R. Keenan and R. Varian 


Membership Commission in Chicago— The Academy's Com- 
mission on Membership and Credentials met June 25-26 in 
Chicago. Shown during an intermission in the two-day session 
at the Palmer House are Dr. Robert Tinker (seated left to 
right), Dr. Seymour Fiske, Commission Chairman Julius 
Michaelson, Miss Sandra Strong and Dr. Mercer Moncrief. 
Standing, left to right, are Drs. John Smith, Kenneth Beebe, 
Joseph Telford, Herb Huffington and Edgar Morgan and 
Messrs. Roger Tusken and Chester Watts. Another member, 
Dr. Clyde Miller, is not shown. 
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Due in part to diminished physical activities, the recom- 
mended daily dietary allowances for “‘Men, 65 years,” 
are lower in calories but similar in essential nutrients 
recommended for younger age groups. This reduction 
in calories is easily accomplished by a moderate reduc- 
tion in dietary fat. A basic cereal and milk breakfast as 
shown in the table below merits consideration because 
its moderate low-fat content of 10.9 gm. provides 20 per 


A man of 65 
requires 
same essential 
nutrients but 
fewer calories 


cent of the total calories, yet it provides for this age 
group and for most others about one-fourth of the 
recommended daily dietary allowances of protein, im- 
portant B vitamins, and essential minerals. The Iowa 
Breakfast Studies on Men Past 60 Years of Age dem- 
onstrated that a well-balanced, moderate low-fat morning 
meal was a sound one for the maintenance of health and 
well-being during the morning hours. 


Recommended Daily Dietary Allowances* and the Nutritional Contribution of a Basic Cereal 


and Milk Moderate Low-Fat Breakfast 


Menu: Orange Juice—4 oz.; 


Cereal, dry weight—1 oz.; 

Whole Milk—4 oz.; Sugar—I teaspoon; 
Toast (white, enriched)—2 slices ; 
Butter—5 gm. (about 1 teaspoon); 
Nonfat Milk—8 oz. 


Nutrients Calories Protein 


Calcium lron A 


Ascorbic 


Vitamin Niacin 
Thiamine Riboflavin equiv. Acid 


Totals supplied b 
Basic Breakfast 4 503 


Recommended Die: 
6 
Years (70 kg.—154 Ib.) 2550 70 gm. 


197% 29.8% 


0.8 gm. 


Percentage Contributed 
by Basic Breakfast 66.5% 


20.9 gm. 0.532 gm. 2.7mg. 588 LU. 


10 mg. 5000 LU. 
27.0% 18% 354% 


0.46 mg. 0.80 mg. 7.36 mg. 65.5 mg. 


1.8mg. 18mg. 75mg. 
409% 


1.3 mg. 


Cereal Institute. Inc.: Breakfast 

Chicago: Cereal Institute, Inc., 1959. 

Food & Nutrition Bd.: Recommended Dietary Allowances, gd 1958. 
Natl. Acad. Sci.—Natl. Research Council Publication 589, 1958. 

Watt, B. K., and a 4. Tt} Composition of Foods—Raw, 
Processed, Prepared. U. A. Agriculture Handbook No. 8, i950. 


*The allowance levels are intended to cover individual variations 
among most normal persons as they live in the United States under 
usual environmental stresses. Calorie allowances apply to 
individuals usually engaged in moderate physical canny. a 
office workers or others in sedentary y are 
made for variations in body 4 age, 


Adjustments must 
physical activity, and 


CEREAL INSTITUTE, INC. 
135 South La Salle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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News 


million will cross county lines when they change 
homes—thus disenfranchising the majority of 
them. 

Voting requirements vary widely from state to 
state. Alabama, Mississippi and South Carolina 
demand two years of in-state residence. Twelve 
states require one year. Few state laws treat the 
specific problem of the civilian citizen who moves 
away and may have to leave his vote behind. 
Only Connecticut has a law which permits a 
registered voter to be kept on the books for 24 
months after his departure. 

Both Democratic and Republican party lead- 
ers urge “‘lost”’ voters to take advantage of all 
leniencies in state election laws. They recommend 
seeking help from the party’s local headquarters 
—rather than from the local election board. 

Party headquarters workers will help new 
residents investigate residency laws. In some 
areas, residency may be counted from the day the 
lease or builder’s contract is signed. 

“Movers” are urged to find out about absentee 
ballot laws. All but five states (Alabama, Louisi- 
ana, Mississippi, New Mexico and South Car- 
dlina) make provisions for the registered voter 
who can’t get to the polls on election day. 


Broader Scientific, Cultural Training 

In Indiana University Pilot Program 
Dr. Douctas A. MACFADYEN, formerly of the 
University of Illinois College of Medicine, will 
direct the new experimental program in medical 
education which is to be inaugurated this year 
at the University of Indiana. 

The new program, a departure from and an 
extension of traditional medical training, is get- 
ting under way through a pilot grant of $173,000 
from the Commonwealth Fund. 

Starting this fall with a limit of ten students, 
selected from about 180 to be admitted to the 
School of Medicine, the program will draw on the 
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Charles N. Wyatt, M.D. 
Academy Member Wyatt, 
long a leader in the South 
Carolina chapter, has been 
named president-elect of 
the South Carolina Medi- 
cal Association. 


resources of the College of Arts and Sciences and 
the Graduate School. It will be administered by 
the medical school at Indianapolis under Dean 
John D. Van Nuys. 

Eventually 30 students, at the end of their 
junior year in arts and sciences, will be selected. 
Students in the new program will accomplish 
work for an A.B. degree and then work in the six 
preclinical departments constituting the first two 
years of a medical curriculum and a broader than 
usual scientific and cultural training capped by 
an A.M. degree. 

Thereafter, each student may proceed either 
to a medical career after clinical training with or 
without further work in the graduate school or to 
some other career in research and teaching. 

The new program has these objectives: a 
thorough training in polytechnical and cultural 
subjects, preparation of medical students whose 
paramount interests are in research and teaching, 
and an increase in the number of broadly quali- 
fied physicians. 


AMA Warns Controversial Doctors’ Nurses 
Organization Now Operating Under Alias 


WARNINGS AGAINST an organization called the 
American Association of Doctors’ Nurses, a new 
alias for American Registry of Doctor’s Nurses, 
have been issued by the American Medical 
Association. 

Obviously undaunted by the Federal Trade 
Commission edict last summer that the American 
Registry of Doctor’s Nurses must identify itself 
as a private business operated for a profit, the 
organization has now switched names. 

FTC had also warned that the American Regis- 
try of Doctor’s Nurses must cease posing as a 
certifying agency for doctors’ nurses and that it 
could no longer furnish or sell memberships and 
insignia to persons other than graduate, regis- 
tered or licensed nurses. 
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Many MIGRAINE attacks 
can be stopped at the start 
by the prompt use of... 


Advantage 
‘MIGRAL’ permits maximum ergotamine therapy with the first dose 
—— because the ‘MIGRAL’ formula includes the proved antiemetic, 
cyclizine hydrochloride, to counteract the tendency to nausea and 
vomiting. 


Dosage 

‘MIGRAL’ should be taken immediately at the start of a migraine 
attack, and the effective dosage should be determined on an indi- 
vidual basis. When the total dosage necessary to stop an attack has 
been determined, that amount should be taken as initial dosage in 
subsequent attacks. 

In general, 2 to 4 ‘MIGRAL’ tablets taken at the first sign of an 
attack will terminate a headache by preventing progression to the 
vasodilation stage. If treatment is not started sufficiently early to 
achieve this result, an additional 1 or 2 tablets should be admin- 


istered every half hour until the patient is relieved, or until a total 
dosage of 6 tablets has been taken. 


Caution 


It is recommended that not more than 6 tablets be taken during a 
single attack, nor more than 10 tablets per week. 


Each sugar-coated ‘MIGRAL/’ tablet provides: | 


‘Marezine”® brand Cyclizine Hydrochloride........ 25 mg. | 


In bottles of 20 and 100 tablets. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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In addition to ARDN, the FTC cited Ralph 
Z. Bell, Robert L. S. Bickford and Evelyn W. 
Bickford, officers of the corporation. 

Now under the slightly modified title, the 
group has announced in news releases that it is 
“assuming the membership of the Old American 
Registry of Doctor’s Nurses.” 

A late release claims members in 48 states, 
Puerto Rico and the Republic of Panama. How- 
ever, the AMA points out that the exact number 
of members is conspicuously absent. 

The organization has been involved in constant 
controversy since its inception in Florida two 
years ago. 


Socialist Victory in Saskatchewan 
Means Compulsory State Medical Plan 


A STATE-SPONSORED compulsory medical plan is 
expected to be in force in Saskatchewan a year 
from now as the result of the socialist govern- 
ment’s recent election victory. 

Premier T. C. Douglas, heading the Coopera- 
tive Commonwealth Federation Government 
(CCF), recently won his fifth term, having ruled 
the wheat province since 1946. 

The proposal on compulsory medical care had 
been the hottest issue in the election campaign 
and aroused opposition from most of Saskatche- 
wan’s 923 doctors. It would set up the first such 
plan in Canada. 

No details of the plan have been made public. 
Premier Douglas has said only that it must be 
compulsory, prepaid and acceptable to doctors 
and patients. He has estimated the plan will cost 
each family from $35 to $40 a year and has denied 
it will involve any boost in sales taxes. 

Following his election victory, Premier Doug- 
las said the state medical program will be fol- 
lowed by state dental and optometric services 
and some plan for drugs. 

During the campaign, Premier Douglas warned 
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Ready for Practice—Dr. Lillian Lee-ling Chu (center) is 
shown receiving a Certificate of Completion following her 
general practice residency at New England Hospital, Boston, 
under a Mead Johnson Scholarship. Dr. R. Adelaide Draper 
(left), chief of the Department of General Practice, and 
Mrs. Beatrice M. Bonnevie, director of the hospital, are 
shown making the presentation. Dr. Chu, a native of Nation- 
alist China, plans to enter general practice in southeastern 


Two Winners Begin Residencies— Michigan officials made 
formal presentation of Mead Johnson scholarship certificates 
to two of this year’s winners— Dr. Samuel R. Dismond and 
Dr. Richard L. Dobbins. Dr. Dismond is now in residency at 
St. Joseph’s Hospital, Flint, Mich. and Dr. Dobbins is taking 
his residency at Mt. Carmel Hospital, Columbus, Ohio. 
Shown, left to right, are Mr. Charles Coffman, regional 
manager of Mead Johnson & Company; Dr. F. P. Rhoades, 
chairman of Michigan’s education commission; Dr. Dobbins; 
Dr. Dismond; Dr. E. C. Long, Michigan executive secretary 
who made the presentations, and Mr. Lee Kleis, Mead 
Johnson representative. 
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— RE-INFECTION 
IN VAGINAL 

TRICHOMONIASIS 


wal 
PRIMARY 
SOURCE OF 
RE-INFECTION 


The role of the husband as a carrier and as a cause of re-infection in vaginal trichomoniasis 
is well documented.!-7 

“Until and unless immunization is possible, definite prophylactic measures such as the use 
of condoms, at least during the course of therapy in the female, have the same importance 
in the eradication of this disease as the elimination of endogenous extravaginal foci ~ 
infections.”$ 


ENLIST HIS 


the prophylactic with “built-in” sensitivity 


Husbands readily cooperate when you recommend RAMSES prophylactics. The exquisite 
sensibility preserved by this tissue-thin, natural gum-rubber sheath of amazing strength and 
solid clinical reliability places RAMSES almost out of human awareness. Without imposi- 
—— ~e panes tion or deprivation for the sake of cure, the routine use of 
a i RAMSES with “built-in” sensitivity is readily adopted— 
ONE DOZEN GENUINE TRANSPARENT even by the husband whose fear of sensation loss is a 
consideration. 
RAMSES is a registered trade-mark of Julius Schmid, Inc. 


References: 1. Baum, H. C.: M. Clin. North America 42:263 (Jan.) 1958. 
2. Decker, A.: New York J. Med. 57:2237 (July 1) 1957. 3. Giorlando, S. W., 
ay Brandt, M. L.: Am. J. Obst. & Gynec. 76:666 (Sept.) 1958. 4. Karnak 

K. J.: South. M. J. 51 Meta « uly) 1958. 5. Maeder, E. C.: Journal-Lancet 79: 
(Aug) 1959. 6. a4 i : M. Clin. North America 42:267 (Jan.) 1958. 
Rolled 7. Riba, L. W.: Obst. & Gynec. 73:17 (jan) 1957. 


RUBBER PROPHYLACTICS 
JULIUS SCHMID, INC. 423 West 55th Street, New York 19, N.Y. 
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the College of Physicians and Surgeons, which 
represented the doctors in the province, that he 
would remove its licensing power if the college 
attempted to encourage its members not to 
cooperate with the proposed medical plan. 

Saskatchewan is the only province in Canada 
where the CCF is in power, and the Socialists 
have only eight members in the federal parlia- 
ment. 

However, the CCF is proposing to grow strong- 
er by merging with the Canadian Labor Congress 
which is the central body for more than one 
million union members. 


British Physicians Accept New Pay Scale 
Proposed by Royal Commission in England 


THE BRITISH Medical Association has voted to 
accept new pay scales recently proposed by the 
Royal Commission. 

Under the joint agreement, general practi- 
tioners in Great Britain will receive an extra 22.8 
per cent in pay, and hospital medical staffs will 
get increases ranging from 21.4 to 58.8 per cent. 
The increases will cost $32 billion a year, with 
the current year’s outlay exceeding $116 billion 
to cover retroactive payments. 

BMA Council Chairman Solomon Wand de- 
scribes the agreement as “‘opening a new era for 
the parties concerned.” 

To resolve future disputes, the government will 
establish a permanent review body, composed of 
seven public figures, not physicians, who will 
advise the government on pay scales. 

The BMA general meeting, which voted to 
accept the Royal Commission’s report, decried 
the fact that the review body will not be allowed 
to hear direct representations from any group but 
the government. The present proposal was ac- 
cepted, however, in the light of assurances from 
the Minister of Health that any recommenda- 
tions made by the medical profession would be 
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passed on to the review group by the government. 

Most controversial recommendation in the 
report was a proposal to set aside $1,400,000 to 
pay for “‘Distinction Awards’’—over and above 
regular income—to outstanding general practi- 
tioners. 

The general practitioners want to know how 
merit will be determined. They ask whether merit 
will be judged by the number of patients on the 
general practitioner’s list, the number of post- 
graduate degrees he has earned, or the number of 
years in practice, and whether any of these are 
fair criteria. 

The proposal was accepted in principle, pend- 
ing formulation of an acceptable working plan 
by the BMA Council. It is believed in London, 
however, that opposition to the merit award 
concept is so strong that the council will be 
unable to devise an acceptable plan. 

The controversy between the medical profes- 
sion and the government reached a high point of 
bitterness three years ago when the BMA threat- 
ened to resign en masse from the Public Health 
Service. The threat was withdrawn when the 
government appointed the Royal Commission. 


Survey Reveals Typical Medical Student 
Receives Much Family Financial Aid 


THE TYPICAL medical student comes from a 
$10,000 or more income-bracket family which 
contributes substantially to the cost of his edu- 
cation, according to findings of the Association of 
American Medical Colleges. 

The association found in a recent survey that 
about 43 per cent of all medical students come 
from the 11 per cent of American families who 
have incomes over $10,000 a year. Nearly half 
come from the median income group of $5,000 to 
$10,000 a year. 

The association has thus concluded that “lower 
income families simply cannot provide the 


213 


ro 
ty 
ie 
4 = 
Z 


“|... Well, I always prescribe Rorer’s Maalox. It’s an excellent 
antacid, doesn’t constipate and patients will take it indefinitely.” 


Maa.ox® an efficient antacid suspension of magnesium-aluminum hydroxide 
gel offered in bottles of 12 fluidounces. 


TaBLET Maatox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 


TaBLET Maatox No. 2: 0.8 Gram, double strength (equivalent to two 
teaspoonfuls), Bottles of 50 and 250. 


Samples on request. 
WILuiAM H. Rorer, INC., Philadelphia 44, Pennsylvania 
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amounts of money needed by the student for his 
medical education.” 

The same survey, made by the association’s 
Education Research Service, found that the 
average cost to the 1959 medical school grad- 
uate for his four years of professional training 
amounted to $11,642. 

Loans, gifts and outside jobs managed to see 
him through. New findings indicate that help 
from parents and relatives accounted for 82 per 
cent of all his available financial resources. 

Excluding the assistance of wives and in-laws, 
the figures show that 36 per cent received $6,000 
or more from their families to defray medical 
school expenses. 

Only 19 per cent of the 1959 graduates earned 
their M.D.’s without holding outside jobs. Nearly 
three-quarters of them earned up to $6,000 
by doing work which had nothing to do with 
their medical education. 


Wayne State University Initiates 
New “2-4-2” Plan for Medical Students 


A NEW MEDICAL education program to give 
students a better liberal arts background will be 
initiated by Wayne State University, Detroit, 
Mich. 

Called the ‘‘2-4-2” plan, it places a student for 
two years in the College of Liberal Arts to com- 
plete liberal arts and premedical requirements, 
then four years divided between the colleges of 
liberal arts and medicine for an integrated pro- 
gram leading to the bachelor degree, then two 
years in training at the College of Medicine and 
affiliated hospitals. 

Dr. Morton Levitt, assistant dean of the 
medical college, said that by next September— 
in 1961—almost all students will be admitted to 
Wayne State University’s College of Medicine 
either through the “2-4-2” plan or with a bache- 
lor degree. 
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(nadie of Specified Notable Diseases: 
7 Continental United States 52 Weeks 


Hepatitis, 
\infection, and serum 


‘with the 


PEL~CLAVE 


Improper sterilization is a major cause of hepati- 
tis. The number of cases in 1959 exceeded the 
total for 1958 by almost 50%. 

PEL-CLAVEing eliminates the fear of infection 
and gives you the three-fold assurance of true 
sterilization. 


IME 
Q@emrerature 


ALL FULLY AUTOMATED 
Here is the only double chamber portable auto- 
clave that gives you proof of temperature — a 
thermometer in the discharge line. The automa- 
tic timer guarantees a complete cycle. 
Ask your dealer or write to 


THE | elton & caste COMPANY 


CHARLOTTE 3, NORTH CAROLINA 
Fine Professional Equipment Since 1900 


News 
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FROM CARNATION. ..a ready-prepared evaporated 
vaporated Milk with its added Vitamin D, plus — 
carbohydrate. The carbohydrate is natural lactc 

the milk, and added maltose-dextrin syrup. 


CARNATION EVAPORATED MILK IS THE WORLD’S 
LEADER FOR INFANT FORMULA FEEDING 


“trom Contented Cows” 


Volume XXII, Number 3 GP 


] 
Mother adds water in the amount you recom 
drnatio! 
= 
 EvaporaTes \ 
MILK 
. 
| 216 
| 


Medical News in Small Doses: 


THE CLOSED-CIRCUIT medical radio network 
which was to have been launched this month by 
the National Broadcasting Company and the 
Radio Corporation of America didn’t get off the 
ground. The companies report that the program 
has been dropped, at least for the present time. 
... Dr. John Paul Lindsay, a member of the 
AAGP Board of Directors and a medical consult- 
ant to the USPHS’ Cancer Control Program, re- 
cently addressed 1,000 physicians attending the 
third annual Ohio Cancer Conference. He said 
the greatest opportunity for cancer control lies in 
the relationship and cooperation between the pa- 
tient and his family physician. ... Academy Mem- 
ber George W. Karelas currently is spearheading 
a drive by his town’s Lions Club to establish a 
nonprofit foundation in Newberry, Fla. to care 
for elderly persons in low income ranks. . . . A re- 
cent letter in the Des Moines (Iowa) Register 
shows that physicians do come when called; in 
fact, many go beyond the call of duty. The letter 
was written concerning Academy Member K. R. 
Brown of Leon, Ia. who not only came quickly 
upon being summoned but also took the patient’s 
children into his own home so that the mother 
could go away for a prescribed rest. . . . At least 
three states are facing a decision on how to 
license osteopaths. Georgia has authorized a 
committee to study its osteopathic practice with 
an eye toward recommending changes. The group 
is to report in January. South Carolina lawmak- 
ers are considering a bill which would provide a 
hew comprehensive osteopathic act granting un- 
limited practice rights. And in New York state, 
both houses have passed a bill which permits 
the education department, on recommendation 
of the Board of Examiners, to accept certificates 
of the National Board for Osteopathic Physi- 
cians and Surgeons in lieu of its own osteopathy 
examination. 
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For the 
Modern Practice 


oT EELINE 
Meets Every Need 


Designed With Warmth and 
Color That Patients Remember 
and Appreciate. 


Steeline — designed and 
manufactured by Aloe — is serving 
thousands of physicians in every 
type of practice. Designed for 
modern functional convenience, 
fabricated in steel, and finished in 
beautiful, decorator-approved colors, 
Steeline makes the day’s work less 
tiring, and lends a pleasing note of 
warmth to the entire office. Select 
from a variety of functional, 
versatile models to meet your own 
requirements. 


See Steeline in full color, with 
complete specifications, in your 
804-page Aloe General Catalog. If 
you do not have this world’s most 
complete catalog, your Aloe 
Representative will be happy to 
supply you with one. 


ALOE 


DIVISION OF BRUNSWICK CORPORATION 
The World's Largest Supplier of Physicians’ Equipment 
St. Louis 3, Mo. 


FULLY STOCKED DIVISIONS COAST-TO-COAST 
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In asthma: 


a Nephenalin tablet for “air in a hurry” 
...and calm... and quiet breathing 


For the ambulant asthmatic you can prescribe “air in a hurry” with 
NEPHENALIN®, a tablet that relieves asthma with nebulizer speed and 
prevents further attack for hours. Placed under the tongue, the NEPHENALIN 
tablet quickly releases 10 mg. of isoproterenol HCI, the potent homologue 
of epinephrine, for immediate opening of the airway. Swallowed, the 
NEPHENALIN tablet provides theophylline (2 gr.), ephedrine (3% gr.) and 
phenobarbital (4% gr.), for sustained protection from asthmatic seizure. 
Bottles of 20 and 100 tablets. For children: NEPHENALIN Pediatric. 


Shes. Looming New York 17, N.Y. 
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News 


News from the State Chapters 


A TOTAL REGISTRATION OF 551 for the tenth 
annual meeting of the Virginia chapter broke all 
previous attendance records. The chapter met for 
three days at Virginia Beach. 

Dr. Boyd H. Payne was installed as president 
for the coming year succeeding Dr. Fletcher J. 
Wright, Jr. Elected at the annual business meet- 
ing May 13 were Dr. William J. Hagood, presi- 
dent-elect and Dr. A. L. Van Name, Jr., vice- 
president. Dr. S. F. Driver and Dr. Irwin Rifkin 
were re-elected secretary and treasurer, respec- 
tively. 

Speakers for the first day’s program were: Drs. 
Alfred L. Wolfe, Roanoke; William Parson, 
University of Virginia; John A. Owen, University 
of Virginia; Thomas S. Edwards, Charlottes- 
ville; Count D. Gibson, Tufts Medical School, 
Boston; Perry S. MacNeal, University of 
Pennsylvania; David Gelfand, Philadelphia Gen- 
eral Hospital, and Jacob H. Conn, Johns Hop- 
kins University. 

Included in the second day’s program were: 
Drs. Ronald A. Cox and James P. Murphy, 
George Washington University; Edwin I. Smith, 
Norfolk; Kinloch Nelson, Medical College of 
Virginia; David E. Smith, University of Vir- 
ginia; Doris A. Howell, Duke University Medical 
School; Walter E. Bundy, Medical College of 
Virginia; Arthur M. Dube, New York State 
University College of Medicine; Hudnall Ware, 
Medical College of Virginia; Leslie V. Dill, 
Georgetown University School of Medicine; 
Mason C. Andrews, and William C. Andrews, 
Norfolk. 

On the last day of meetings, James W. Foristel, 
legislative representative of the American Medi- 
cal Association in Washington, spoke on the 
right and the duty of the physician to influence 
legislation being enacted in Congress. Also speak- 
ing were Dr. William J. McNamara, New York; 
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Old Dominion Officers—Officers of the Virginia chapter 
gathered while Retiring President F. J. Wright, Jr. (third from 
right) turned over the reins of office to his successor, Dr. 
Boyd H. Payne. 


Presidential Congratulations— New Virginia President Boyd 
H. Payne (right) receives congratulations from E. 1. Darby, 
liaison representative of the Medical Exhibitors Association. 
Mrs. Payne observes the felicitations. 


Capacity Audience —The scientific program drew full houses. 
Here Dr. Perry S. McNeal of Philadelphia is speaking on 
functional and organic diseases. Dr. Linwood Ball is on the 
speaker’s platform with him. 


Best Scientific Exhibit— Dr. John B. Gorman (left) receives 
a Certificate of Award for the best scientific exhibit at the Vir- 
ginia Beach meeting from Dr. M. I. Krischer, scientific exhibit 
chairman. 
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CAMP medic clastic stockings 


Jor men and women 


Offers Therapeutic Relief Plus Cosmetic Appeal 


It takes true elastic stockings, like Camp Medic, to provide uniform compression; to 
give an even, constant pressure over the veins and follow every leg motion with com- 
plete support. Correct prophylaxis is assured because Camp Medic is a true elastic 
stocking made of nylon threads with nylon covered rubber yarn. 


When prescribing elastic stockings, you often face women who resist the idea of wear- 
ing old fashioned surgical stockings. The cosmetic appeal of Camp Medic dissipates 
such resistance. They look like regular full-fashioned, full-footed nylons, have fashion 
marks and are available in an attractive shade suitable for casual or formal wear .. . 
and they give the therapeutic relief you want your patients to have. 


A patented knit-in heel pocket anchors the heel to prevent slipping and twisting. The 
stockings fit better and look more attractive. Relief from uncomfortable pressure on 
the forepart of the foot plus extra toe freedom is the result of a special square toe. 


The men’s hose have the same quality features but are black or brown and have a 
channeled elastic self-gartered top. See your local Authorized Camp Dealer today. 


S. H. CAMP & COMPANY, Jackson, MICHIGAN 


S. H. Camp & Company of Canada, Ltd., Trenton, Ontario 
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Dr. W. T. Thompson, Medical College of Vir- 
ginia, and the Rev. William B. Oglesby, Jr., 
Union Theological Seminary, Richmond. 

e The 12th annual meeting of the Pennsylvania 
chapter, June 3-4 in Pocono Manor was primarily 
devoted to its house of delegates. However, the 
Chapter Officers’ Conference was held during the 
frst morning session and a two-hour evening 
meeting was reserved for an outstanding scien- 
tifie program. 

One of the last items of business conducted at 
the meeting was the election of officers. Dr. Win- 
field B. Carson, Jr. of Bethe! Park, former chap- 
ter secretary, was named to the position of presi- 
dent-elect. Other officers elected were: Dr. Har- 
riet M. Harry of State College, vice-president; 
Dr. Hiram L. Wiest of East Petersburg, secre- 
tary, and Dr. Kenneth F. Miller of West View, 
treasurer. Dr. William Rial of Swarthmore was 
elected speaker and the office of vice speaker went 
to Dr. Horace F. Darlington of West Chester. 

Speakers for the scientific program included 
Dr. Glen E. Hayden, Seattle; Dr. Harold A. 
Schwartz, Chattanooga, Tenn.; Dr. R. Gordon 
Douglas, New York City, and Dr. Robert B. 
Greenblatt, Augusta, Ga. 
®@ One of the highlights of the Nebraska chapter’s 
annual meeting Sept. 8-9 will be an address by 
Dr. James D. Murphy, Ft. Worth, Tex., vice 
president and chairman of the AAGP Board of 
Directors. Dr. Murphy will speak at a banquet 
following the first day of meetings in Lincoln. 

Other speakers will be: Drs. Stanley Bach, 
William Boelter, Dale Ebers, Russell L. Gorthey, 
K. F. Kimball and Robert Therien, all of the 
University of Nebraska; Burton Bancroft, Kear- 
ney, Neb.; John Clyne, Creighton University; 
Antoni M. Diehl, University of Kansas; Richard 
Gray, Nebraska State Hospital; Chester V. 
MeVay, University of South Dakota; E. A. 
Rogers, director of health for the state of Ne- 
braska; Gerald L. Schiebler, University of Flor- 
ida, and Jon T. Williams, Lincoln. 


GP September 1960 


e@ A preassembly Seminar on Infectious Dis- 
eases, offered by the University of Texas South- 
western Medical School, will be an added attrac- 
tion to the program of the Texas Chapter’s 11th 
Annual Scientific Meeting to be held October 2-5 
in Dallas. 

Guest speakers for the meeting will be headed 
by Dr. Philip Thorek of Chicago, an honorary 
Academy member. Other speakers are: Dr. Wil- 
liam J. Block, Jr. of San Antonio, Dr. Amos 


Pennsylvania Presidents— Participants in the presidential 
order for the Pennsylvania chapter are shown at the Pocono 
Manor meeting. Left to right are Retiring President James 
D. Weaver, New President Edward J. Kowalewski and 
President-elect Winfield B. Carson, Jr. 


Heavy Workload— The Pennsylvania house of delegates was in 
working session throughout most of the meeting in Pocono 
Manor. Here Reference Committee Chairman Harriet M. 
Harry (and now new vice-president) makes her report as 
Vice Speaker William Y. Rial and Speaker Anthony J. 
Cummings listen intently. 
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“Bed of Digitalis purpurea 
with Campanula (Canterbury Bells) in foreground 


Not far from here are manufactured 

from the powdered leaf 

Pil. Digitalis (Davies, Rose) 

0.1 Gram (114 grains) or 1-U,S.P. Digitalis Unit. 
They are physiologically standardized, 
with an expiration date on each package. 
Being Digitalis in its completeness, 
this preparation comprises the 

entire therapeutic value of the drug. 

It provides the physician with a safe and effective 
means of digitalizing the cardiac patient 
and of maintaining the necessary saturation, 

Security lies in’ prescribing the 
“original bottle of 35 pills, Davies, Rose.” 


Clinical samples and literature sent to physicians on request 


Davies, Rose Cou Lid. Boston 18, Macs 
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Christie of Nashville, Dr. Clarence Livingood of 
Detroit, Dr. Jarell E. Miller of Dallas, Dr. 
Robert Ebert of Cleveland, Dr. William F. Men- 
gert of Chicago, Dr. Hampar Kelikian of Chicago, 
Dr. Steve R. Lewis of Galveston and Dr. William 
H. Boyce of Philadelphia. 

eDr. R. M. Peters of Reno was installed as 
president of the Nevada chapter at the annual 
meeting May 12-14 in Reno. Other new officers 
are Dr. Robert Biglin of Reno, president-elect 
and Dr. John M. Watson of Sparks, secretary- 
treasurer. 

Six faculty members from the University of 
California School of Medicine, San Francisco, 
provided talks and panel discussions for the 
scientific program. 

Approximately 140 doctors from Nevada, 
Utah, California, Washington, Oregon and 
Idaho, nurses and representatives of some 30 
pharmaceutical firms attended the meeting. 

Those serving on the program committee, all 

from the Reno-Sparks area, were Drs. Roy M. 
Peters, Richard C. Sheretz, Noah Smernoff, 
Robert F. Biglin, John M. Watson, Robert C. 
Stokes, M. A. Sonderegger and B. A. Winne. 
@ One hundred doctors from Iowa, Nebraska, 
South Dakota and Texas registered for the 
Spring Postgraduate Conference of the Iowa 
chapter held in Okoboji, Ia. 

Included in the speakers for the general scien- 
tifie program June 13-15 were faculty members 
from the Iowa, Nebraska, South Dakota and 
Creighton schools of medicine. 

@ The Tennessee chapter is planning its annual 
meeting for October 27-29 in Nashville. 

The scientific program for the two-day meeting 
includes a variety of subjects to be presented by 
13 guest speakers. A panel discussion and several 
question and answer periods are to be included in 
the program. 

The guest speakers will be Drs. Moore Moore, 
Jr., Memphis; George K. Carpenter, Nashville; 
Harwell Wilson, Memphis; Robert M. Ruch, 
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Iowa Chapter Spring Conference—The three-day scientific 
sessions at the New Inn in Okoboji, Ia., drew 100 physicians. 


Iowa Extracurricular Activities—A fashion show around the 
pool provided special entertainment for those attending the 
Iowa chapter’s Spring Postgraduate Conference. Twenty- 
three physicians brought their families. 


Memphis; Robert L. Chalfant, Nashville; Burton 
S. Shook, Sr., Huntsville, Ala.; Robert N. Bu- 
chanan, Jr., Nashville; Herbert Duncan, Nash- 
ville; Oscar W. Carter, Nashville; Albert Wein- 
stein, Nashville; Ralph M. Denham, Louisville; 
Arnold M. Meirowsky, Nashville, and Col. Harry 
McClain, Redstone Arsenal, Huntsville. 

@ A two-day session, October 8 and 9, is planned 
for the 12th annual meeting of the Maryland 
chapter at the Southern Hotel in Baltimore. 
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potentiated therapy for mild to moderate hypertension 


Consider the benefits of Singoserp-Esidrix if it’s mild to moderate hypertension (especially 
if edema is a complicating symptom). Singoserp, a man-made analog of reserpine, lowers blood 
pressure but seems to cause fewer side effects than natural rauwolfia compounds. 
When Singoserp is potentiated by Esidrix, blood pressure is lowered more effec- 
tively than with single-drug therapy. SUPPLIED IN TWO STRENGTHS: Singoserp- 
Esidrix Tablets #2 (each containing 1 mg. Singoserp and 25 mg. Esidrix) and 
Singoserp-Esidrix Tablets #1 (each containing 0.5 mg. Singoserp and 25 mg. 
Esidrix). Complete infor- 


mation available on request. Sing OSC Ay p-Esid riX 


ydrochlorothiazide crea ) 
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News 


Following registration on Saturday the speak- 
ers for the morning will be Dr. John A. Wagner, 
Baltimore; Dr. Edward Roberts, Philadelphia, 
and Dr. Leo Kanner, Baltimore. The afternoon 
speakers are Dr. Sydney Stillman, Boston; Dr. 
Harry M. Robinson, Jr., Baltimore, and Mr. 
Clark Tibbitts, Washington, D. C. 

The annual business meeting is scheduled for 
the afternoon, to be followed by a reception and 
cocktail hour. Dinner and dancing will highlight 
the evening’s entertainment. 

Sunday’s speakers will include Drs. Mahlon Z. 
Bierly, Marietta, Pa.; Patrick Storey, Baltimore; 
Henry Russek, Staten Island, N. Y., and Howard 
W. Jones, Jr., Baltimore. 

A panel discussion on diabetes to be given by 
Drs. A. A. Silver, Sheldon Eastland, Samuel 
Bessman and Thaddeus Prout, all of Baltimore, 
will end the two-day session. 

The ladies will be entertained Saturday with a 

bus tour of the northern suburbs of Baltimore. 
Following a luncheon at Hampton House, the 
ladies plan to shop at one of Baltimore’s subur- 
ban shopping centers. 
@ Opening day of the 14th annual meeting of the 
Louisiana chapter, October 11-13 in Lafayette, 
will feature a morning session for the congress of 
delegates and the beginning of the scientific 
program. 

Dr. J. William Crookshank, chairman of their 
program committee, announces that speakers 
will include Mr. Willard E. Bennett, Lake 
Charles, La.; Dr. Don W. Chapman, Baylor 
University College of Medicine, Houston. Tex.; 
Dr. I. Phillips Frohman, Washington, D. C.; 
Dr. T. A. Watters, Louisiana State University 
School of Medicine, New Orleans; Dr. Lesley M. 
Warshaw, Lake Charles, La., and Dr. William M. 
Christopherson, University of Louisville School 
of Medicine, Louisville, Ky. 

_ Chapter officers for the coming year will be 
installed at the annual dinner on Wednesday, 
October 12, by Dr. Floyd C. Bratt of Rochester, 
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Commission Stresses Quality— Members of the Illinois edu- 
cation commission at their annual meeting with the Illinois 
medical schools deans discuss postgraduate program plans for 
the coming year. The group lamented the loss of better quality 
students to scientific areas other than medicine and agreed that 
this trend must be halted. Seated left to right are Drs. Stanley 
K. Nord, Bloomington, commission member; Granville A. 
Bennett, dean of the University of Illinois College of Medi- 
cine; Norman Frank, Clarendon Hills, chairman of the 
IUinois chapter education commission; John F. Sheehan, 
dean of Stritch School of Medicine, Loyola University; 
Richard H. Young, dean of Northwestern University School 
of Medicine, and Marshall Kerwin, Chicago, commission 
member. 


Illinois Chapter Host to Deans—Chapter registrars 
for the regional postgraduate courses are among the guests 
at a dinner given by the Illinois chapter honoring all the 
medical school deans. 
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SAFE 


Clinically tested, safe and effective RIASOL 
offers maximum assurance against recur- 
rence and adverse reactions. 

RIASOL contains 0.45% Mercury chemicaliy com- 
bined with soaps, 0.5% Phenol, and 0.75% Cresol. 
Available at pharmacies or direct in 4 and 8 fluid 
ounces. Write for professional sample and literature.. 
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APPROACH 
IN THE TREATMENT OF PSORIASIS 


DETROIT 27, MICHIGAN 
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News 


N. Y., president-elect of the AAGP. Drs. Robert 
B. Monroe, Harry B. Chappell and Roy L. 
Gregory, winners of 1960 Mead Johnson Awards 
for Graduate Training in General Practice, will 
be guests at this dinner. 

@ The Imperial County (California) chapter was 
organized at a recent meeting in El Centro, com- 
pleting the membership of Southern California 
counties. Dr. George Holleran of Brawley was 
elected president of the new chapter. 

Special guests at the meeting were Dr. Leon 

Desimone of Los Angeles, state president and 
William Rogers of San Francisco, executive 
secretary of the California chapter. 
@ Dr. Charles R. Richardson of Clifton Springs 
was elected president of the newly-organized 
Ontario County (New York) chapter at a recent 
meeting in Clifton Springs. 

Other officers elected were Dr. Kurt Grainer 
of Phelps, vice-president and Dr. Lois Eberhardt 
of Honeoye, secretary-treasurer. 

@ The Ohio chapter has announced plans for its 
tenth annual meeting September 14-15 in Colum- 
bus. 

An interesting highlight of the general scien- 
tifie program will be a lecture on “The Sig- 
nificance of Hypnosis in the General Practice 
of Medicine” and an hypnotic demonstration by 
William T. Heron of Minnesota. 

Other speakers will be Drs. Edward Glew, 
Toledo; Robert Zollinger, Columbus; Richard 
Hotz, Toledo; Asher Winkelstein, New York 
City; Edward H. Reisner, Jr., New York City; 
James L. Dennis, Oakland, Calif., and J. Philip 
Ambuel, Columbus. 

Also Dr. O. F. Rosenow, Columbus; Dr. Julius 
Pomeranze, New York City; Dr. Frank H. May- 
field, Cincinnati; Dr. Gordon W. Batman, In- 
dianapolis; Dr. Charles P. McCartney, Chicago; 
Dr. Maleolm A. McCannel, Minneapolis; Dr. 
Edward Ockuly, Toledo; Dr. Frank S. Houser, 
rapend and Dr. Richard T. Messick, Colum- 
us. 
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HIS 
CARDIAC 


WOUND 


Modern saluretics may seem to have made un- 
limited salt intake possible for cardiac and 
hypertensive patients. Yet despite the improve- 
ments in diuretic therapy, sodium restriction 
is still important in the prophylaxis of edema. 
The wise physician does not add needlessly to 
the burden of his patient, nor test unneces- 
sarily the power of the drugs he prescribes. It 
makes good sense to him to prescribe DIASAL 
—which looks, tastes and flavors food exactly 
like salt . . . but is sodium free. 


Diasal contains potassium chloride, glutamic acid and 
inert ingredients. Supplied in shakers and 8 oz. bottles. 


sodium-free salt substitute 


FOUGERA 


E. Hicksville, New York 
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...then it’s 
time to trust 
the meat 


specialist! 


Preparing fine meats for 
folks to enjoy is our spe- 
cialty. It has been for 105 
years. Making meats that 
do most to help babies 
grow is our special pride 
...and has been ever 
since we originated 
Meats for Babies. 

All Swift’s skill goes 
into selecting leaner 
meat with its higher pro- 
tein content. And to as: 
sure ready acceptance of 
this vital growth food by 
your little patients, we’re 
particular about flavors 
and texture. 

You can recommend 
Swift’s Meats for Babies 
with confidence. They’re 


Nie uniformly smooth, nour- 
Nine 100% Meats...also S) ... the two most trusted words 


Six High Meat Dinners in meat. Our 105th year. 
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Continued from page 33. 


On the Calendar 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 


OCTOBER 


*6-8: Oregon chapter, annual meeting, Eugene, Ore. (15 
hrs.) 

*8: Quain & Ramstad Clinic, annual clinical conference, 
Bismarck, N. D. (4 hrs.) 

8-9: Maryland chapter, annual meeting, Southern Hotel, 
Baltimore. 

*9: Southwestern Ohio Society of General Physicians and 
the College of Medicine, University of Cincinnati, semi- 
nar on health services in Greater Cincinnati, Netherland 
Hilton Hotel, Cincinnati. (4 hrs.) 

*10: Harris County (Texas) chapter and University of 
Texas, course on ulcerative colitis, Jesse Jones Library 
Building, Houston. (1 hr.) 

10-15: Australian College of General Practitioners, First 
General Practitioners’ Convention, Chevron Hotel, 
Melbourne, Australia. 

*12: New Jersey chapter, course on maintenance of the dis- 
charged hospitalized psychiatric patient in the com- 
munity and neurotic drinker, The Carrier Clinic, Belle 
Mead. (3 hrs.) 

12-13: Georgia chapter, annual meeting, Dinkler Plaza 
Hotel, Atlanta. 

13-15: Academy of Psychosomatic Medicine, seventh an- 
nual meeting, Benjamin Franklin Hotel, Philadelphia, 
Pa. (18 hrs.) 

13-15: Arizona chapter, annual meeting, Valley Ho Hotel, 
Scottsdale. 

*16-19: New York chapter, annual meeting, Statler Hotel, 
Buffalo. (14 hrs.) 

*16-19: California chapter, annual meeting, Masonic Tem- 
ple, San Francisco. (13 hrs.) 

17-21: New York University Post-Graduate Medical 
School, course in gynecologic endocrinology, New 
York University, New York City. 

*18: Memphis (Tennessee) chapter, course on acute car- 
Medical-Surgical Building, Memphis. 
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*18: Richmond chapter, course on atomic radiation and 
x-radiation and cobalt 90, Virginia chapter headquarters 
building, Richmond, Va. (1 hr.) 

19-20: Kansas chapter, annual meeting, Baker Hotel, 
Hutchinson, Kan. 

*20: Tom Moore (Tennessee) chapter, “Selection of Cases 
for Cardiac Surgery” and “Management of the Youthful 
Diabetic,” Cookeville, Tenn. (2 hrs.) 

20-22: Florida chapter, annual scientific meeting, Hotel 
Robert Meyer, Jacksonville. 

21-22: University of Texas Medical Division, clinical con- 
ference on cancer of the female genital system, Anderson 
Hospital and Tumor Institute, Houston, Tex. 

*24-26: Oklahoma City Clinical Society and Oklahoma City 
(Oklahoma) chapter, 30th Annual Fall Conference, Bilt- 
more Hotel, Oklahoma City. (12 hrs.) 

*24-28: New York County chapter, Frontiers in Medicine 
and Surgery—1960, New York, N. Y. (17 hrs.) 

*26: New Jersey chapter, course on the appropriate time 
for referral and school phobias, The Carrier Clinic, 
Belle Mead. (3 hrs.) 

*27-29: Tennessee chapter, annual meeting, Nashville. (10 
hrs.) 

27-29: American College of Gastroenterology, course in 
postgraduate gastroenterology, Bellevue Stratford Hotel, 
Philadelphia, Pa. (14 hrs.) 


NOVEMBER 


3: Mecklenburg (North Carolina) County chapter, sym- 
posium, Charlotte Hotel, Charlotte. 

*3-5: University of Colorado, fractures, University of Colo- 
rado Medical Center, Denver. (20 hrs.) 

5-6: Missouri chapter, annual meeting, Chase Hotel, St. 
Louis. 

*8-10: Michigan chapter, annual meeting, Sheraton-Cad- 
illac Hotel, Detroit. (11 hrs.) 

9-11: Colorado chapter, annual meeting, Brown Palace, 
Denver. 

*9-18: Duke University, Medical Cruise Seminar, M/S 
Kungsholm. (20 hrs.) 

10-13: Pacific Coast Fertility Society, ninth annual meet- 
ing, Las Vegas, Nev. (12% hrs.) 

11: Grayson County Medical Society, fifth annual Black- 
ford Memorial Lecture, Denison, Tex. (4 hrs.) 

*11-12: The University of Texas Postgraduate School of 
Medicine and the University of Texas M. D. Anderson 
Hospital and Tumor Institute, clinical symposium on 
pediatric oncology, Houston, Tex. 

*15: Memphis (Tennessee) chapter, course on office sur- 
gery, Medical-Surgical Building, Memphis. (1 hr.) 
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In many seemingly mild physical disorders 
an element of depression plays an 
insidious etiologic or complicating role. 


Because of its efficacy as an antidepres- 
sant, coupled with its simplicity of usage, 
' Tofranil is admirably adapted to use in the 
home or office in these milder “depression- 
complicated” cases. 


whenever depression 
complicates the picture 


Tofranil 


of imipramine H 


sion may be an pAb factor... 
Tofranil may speed recovel in “hy 
driasis”: in convalescence when r 

is inexplicably prolonged; in chron 
with dejection; in the menopausal pa’ 
whose emotional disturbances resist 
vibe therapy: and i in a other 


“anil”, br of imipramine h dro de, 
tablet (s of 25 mg. espe for intramuscular 
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THE DEMOCRATIC and Republican candidates for 
president, in their campaign appeals for votes, 
are advocating opposing approaches to the 
problem of health care for the aged. 

Sen. John F. Kennedy (D-Mass.) long has 
held that the social security mechanism should 
be used—an approach vigorously opposed by the 
medical profession. 

Vice President Richard M. Nixon went on 
record before his nomination as GOP presidential 
standard bearer as being unalterably opposed to 
any program of national compulsory health 
insurance. He favors federal aid in the field—but 
outside the social security system. 

Both Vice President Nixon and Senator Ken- 
nedy thus found it easy to run on the medical- 
care-for-the-aged planks adopted by the nomi- 
nating conventions of their respective parties. 

The GOP plank pledged: 

“Development of a health program that will 
provide the aged needing it, on a sound fiscal 
basis and through a contributory system, pro- 
tection against burdensome costs of health care. 
Such a program should: 

“Provide the beneficiaries with the option of 
purchasing private health insurance—a vital dis- 
tinction between our approach and Democratic 
proposals in that it would encourage commercial 
carriers and voluntary insurance organizations to 
continue their efforts to develop sound coverage 
plans for the senior population. 

“Protect the personal relationship of patient 
and physician. 

“—TInelude state participation.” 

Republican policy makers made clear that the 
reference to a “contributory system” did not 
mean a social security tax. 

The Democratic plank stated: 

“The most practicable way to provide health 
protection for older people is to use the con- 
tributory machinery of the social security system 
for insurance covering hospital bills and other 
high cost medical services. For those relatively 
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few of our older people who have never been 
eligible for social security coverage, we shall 
provide corresponding benefits by appropriations 
from the general revenue.” 

The American Medical Association stated the 
medical profession’s opposition to the social 
security approach at hearings of the platform 
committees of the Democratic and Republican 
conventions. Dr. Edward R. Annis of Miami, 
Fla., was the AMA spokesman at the Democratic 
convention at Los Angeles, and Dr. Leonard W. 
Larson, AMA president-elect, appeared before 
the GOP platform committee at Chicago. 

They both stated that a social security pro- 
gram of health care for elderly persons would be 
“unpredictably costly.” They added: 

“It would unnecessarily cover millions of peo- 
ple; it would substitute service benefits for cash 
benefits; it would lead to poorer—not better— 
quality of medical care; it would overcrowd our 
hospitals; it would lead to the decline, if not the 
demise, of private health insurance; and it would 
interfere dangerously with the doctor-patient re- 
lationship, which is the solid foundation upon 
which effective medicine must be based.” 

Dr. Annis urged the Democratic policy makers 
to pledge support to the Mills plan already 
approved, 381 to 23, by the Democratic-con- 
trolled House. This program, sponsored by the 
Democratic chairman of the House Ways and 
Means Committee, 
Rep. Wilbur D. Mills 
of Arkansas, called for 
providing health care 
for the needy aged 
who need help, with 
the federal govern- 
ment and the states 
sharing the costs out- 
side the social security 
mechanism. 

But, instead, the 
Democratic platform Edward R. Annis, M.D. 
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A. H. Robins’ 
new Adabee — 
for the physician 
who has 
weighed the... 


MOUNTING 
EVIDENCE 


Individually, folic acid and B,¢ fill important clinical roles.1 
But, increasing evidence indicates that multivitamins con- 
taining folic acid may obscure the diagnosis of pernicious 
anemia.?-7 And vitamin Bo, in indiscriminate and unneces- 
sary usage®-8 is likewise blamed for this diagnostic con- 
fusion.” 


Both folic acid and B,» have been omitted from Adabee, in 
‘recognition of this growing medical concern. Also excluded 
are other factors which might interfere with concurrent ther- 
apy, such as, hormones, enzymes, amino acids, and yeast 
derivatives. Adabee supplies massive doses of therapeutically 
practical vitamins for use in both specific and supportive 
schedules in illness and stress situations. Thus, new Adabee 
offers the therapeutic advantage of sustained maximum 
multivitamin support without the threat of symptom-masking. 


references: 1. Wintrobe, M. M., Clinical Hematology, 3rd ed., 
Phila., Lea & Febiger, 1952, p. 398. 2. Goodman, L. S. and Gilman, 
A., The Pharmacological Basis of Therapeutics, 2nd. ed., New 
York, Macmillan, 1955, p. 1709. 3. New Eng. J.M., Vol. 259, No. 
25, Dec. 18, 1958, p. 1231. 4. Frohlich, E. D., New Eng. J.M., 
259:1221, 1958. 5. J.A.M.A., 169:41, 1959. 6. J.A.M.A., 173:240, 
1960. 7. Goldsmith, G. A., American J. of M., 25:680, 1958. 8. 
Darby, W. J., American J. of M., 25:726, 1958. 


AGAINST 


IN 
MULTI- 
VITAMINS 


Bi2 AND 
FOLIC ACID 


The 
New Engtaad 


Journal of Medicine 


ADABEE® 


Each yellow, capsule-shaped tablet contains: 


Vitamin A ; 25,000 USP units 
Vitamin D 1,000 USP units 
Thiamine mononitrate (B,) 15 mg. 
Riboflavin (B.) 10 mg. 
Pyridoxine HCl (Bg) 5 mg. 
Nicotinamide (niacinamide) 50 mg. 
Calcium pantothenate 10 mg. 
Ascorbic acid (vitamin C) 250 mg. 


ADABEE: M 


Each green, capsule-shaped tablet contains Adabee plus nine 
essential minerals: 


Iron 15.0 mg. Zinc 1.5 mg. 
Iodine 0.15 mg. Potassium 5.0 mg. 
Copper 1.0 mg. Calcium 103.0 mg. 
Manganese 1.0 mg. Phosphorus 80.0 mg. 
Magnesium 6.0 mg. 


indications: As dietary supplements for the deficiency states 
that accompany pregnancy and lactation, surgery, burns, 
trauma, alcohol ingestion, hyperthyroidism, infections, car- 
diac disease, polyuria, anorexia, cirrhosis, arthritis, colitis, 
diabetes mellitus, and degenerative diseases. Also in re- 
stricted diets, particularly peptic ulcer, in geriatrics, and in 
concurrent administration with diuretics and antibiotics. 


dosage: One or more tablets a day, as indicated, preferably 
with meals. 


new! ADABEE’ 


the multivitamin without B,2 or folic acid 


A. H. ROBINS COMPANY, INC. 


Richmond 20, Virginia 
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AMA Washington Report 


committee went all-out for the social security ap- 
proach being pushed by organized labor leaders. 

The medical profession’s position on medical 
care for the aged was explained to the public in 
an American Medical Association advertisement 
carried in some large daily newspapers. The ad, 
which supported the Mills plan and opposed 
the social security health care approach, said, 
in part: 

“The AMA believes our nation, as well as its 
senior citizens, will best be served by a locally 
administered health aid program designed TO 
HELP THOSE WHO NEED HELP... 

“... We are equally sincere in our opposition 
to legislative measures that approach the prob- 
lem on a shotgun basis—with the idea of increas- 
ing repeatedly the social security tax in order to 
finance health benefits for EVERYONE who is 
covered by the Old Age, Survivors and Disability 
Insurance program, regardless of their need. 

“There are many serious hazards in using the 
social security approach to finance medical and 
hospital care for our older citizens. When govern- 
ment starts telling the doctor how to practice 
medicine; telling the nurses how to nurse; telling 
the hospital how to handle its patients, the 
quality of medical care is sure to decline. The cost 
of such a program eventually would be stagger- 
ing, and would make a serious dent in the pay 
envelopes of millions of Americans covered by 
social security. Private, voluntary health insur- 
ance, which has been doing such a magnificent 
job, would be undermined and, in time, de- 
stroyed. 

“Most important, perhaps, is the fact that such 
an approach would just be the beginning of com- 
pulsory, government-run medical care for every 
man, woman and child in the United States. For 
it wouldn’t be long before the federal govern- 
ment would be lowering the age at which people 
would be eligible, and adding one costly service 
after another to a program that would place 


your health care under the federal govern- . 
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ment’s thumb. And let’s not forget that our 
present health care is recognized to be the world’s 
finest.” 


Other Washington Developments 


NEW DRUG REGULATIONS 


The FDA plans to start enforcing stricter 
drug regulations about October 1. 

The new regulations were designed to insure 
(1) that physicians have adequate information 
about prescription drugs and (2) that new drugs 
are not put on the market until the safety of their 
manufacturing process is assured. 

Under the new regulations, virtually all pre- 
scription drug packaged and printed promotional 
matter on drugs going to physicians must bear 
complete information about any hazards, side 
effects or necessary precautions. The only ex- 
cepted drugs will be frequently used medicines 
commonly familiar to doctors. 

Drugs for injection and for use in the eyes 
would have to bear a quantitative declaration of 
all inactive ingredients. 

Before a new drug could be marketed, the 
FDA (via a factory inspection) would confirm 
the manufacturer’s representations on reliability 
of manufacturing methods, facilities and controls. 
The inspection’s purpose would be to verify that 
the firm could insure the identity, strength, 
quality and purity of the particular drug. 

Labels of prescription drugs would be required 
to include an “identifying lot or control number 
from which it is possible to determine the com- 
plete manufacturing history of the drug.” 


FALSE ADVERTISING 


The Federal Trade Commission filed false 
advertising charges against publishers of Folk 
Medicine by Dr. D. C. Jarvis, a Vermont physi- 
cian, and Arthritis and Common Sense by Dan 
Dale Alexander. 
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Assignments Will Begin on November 1, 1960. 


ALTHOUGH there is a large number of hotels in 
Miami Beach and a maximum of their rooms will 
be available for our Assembly, previous years’ at- 
tendance indicates all rooms will be assigned by 
March 1, 1961. But if you are unable to attend, 
cancel early so another member may have an 
opportunity to attend. 


REMEMBER: 


Room assignments will be made in order 
received. 


Reservation requests should be sent to 
the AAGP Housing Bureau, P.O. Box 
1511, Miami Beach, Florida. 


No rooms available at the Eden Roc ex- 
cept those set aside for delegates and 
speakers. Delegates must make their 
own reservations although a block of 
rooms is reserved for them. A special 
form will be sent delegates of record. 


Be sure to list definite arrival and de- 
parture time; names of all occupants of 
room. 


The Congress of Delegates convenes at 


Application for Housing Accommodations 


FOR YOUR CONVENIENCE in making hotel reser- 
vations for the coming meeting of The Ameri- 
can Academy of General Practice on April 
15-20, 1961, in Miami Beach, hotels and their 
rates are listed. Use the form on the opposite 
page, indicating your first, second and third 
choice. Because of the limited number of sin- 
gle rooms available, you will stand a much 
better chance of securing accommodations at 
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2:00 p.m., Saturday, April 15, atthe 
Eden Roc Hotel. 

Academy Headquarters for the scientific 
Assembly will be at the Miami Beach 
Auditorium. Scientific sessions open at 
1:00 p.m., Monday, April 17. 


Delegates’ registration at the hotel Sat- 
urday morning, April 15. Advance regis- 
tration for members at the hotel on Sat- 
urday afternoon, April 15, and Sunday, 
April 16; also at the Miami Beach Audi- 
torium on Sunday, April 16. Starting 
Monday morning, April 17, all registra- 
tion at the Miami Beach Auditorium. 


CANCEL EARLY if you cannot attend so 
another member may obtain a room. 


the hotel of your choice if you request rooms 
to be occupied by two or more persons. All 
reservations must be cleared through the 
housing bureau. All requests for reservations 
must give definite date and hour of arrival as 
well as definite date and approximate hour of 
departure. Names and addresses of all =. 
who will oceupy rooms requested MUST be 
included. 


Volume XXII, Number4 GP 


. 
The American Academ nera 
emy oO r actice 
ty 
i, 
Aa 
‘ 
A Gl a") 
: 
Miami 
| | each 
| 
Rae 
+ 


mi 
ch 


ava 
¢ 
jake 7 Single Twin Suite 
AN 35 1. Algiers 12.00 14.00-16.00  82.00- 48.00 
ae ‘y 5 2. Atlantis 7.00 8.00-10.00 
3 8 3. Barcelona 10.00 10.00-14.00 30.00 
4. Belmar 6.00 8,00-10.00 
A ca ll 5. Casablanca 9.00 11.00 
= 14 6. Crown 10.00 12.00-14.00  25.00- 45.00 
37 7. Deauville 12.00-20.00 
8. Delmonico 14.00-16.00  16.00-18.00 
9. Delano 8.00-10.00  10.00-14.00 
12 10. di Lido 8.00-10.00 10.00-14.00  24.00- 42.00 
28 11. Eden Roc 14.00-16.00  18.00-20.00  25.00- 74.00 
7 (Headquarters Hotel—No Rooms Available) 
19 12. Empress 8.00 10.00-12.00 
13. Fairfax 8.00-10.00  12.00- 14.00 
14. Fontainebleau 16.00-22.00  16.00-22.00  50.00-100.00 
. (Also Headquarters Hotel—Limited Number of Rooms Available) 
23 15. Lucerne 9.00 10.00-12.00 25.00- 37.00 
w 29 16. Montmartre 12.00 14.00-18.00 
> 32 17. National 10.00 22.00 
33 18. Nautilus 9.00 10.00 14.00- 22.00 
tw 19. President Madison 8.00 10.00 20.00 
Jez se, 2 20. Prince Michael 7.00 9.00 
- : 20 21. Promenade 7.00 9.00 18.00 
= Z 4 22. Raleigh 8.00 10.00 
° 1 23. Rendale 5.00 6.00 12.00- 14.00 
rv 21 24. Richmond 8.00 8.00 
5 = 40 25. Robert Richter 10.00 
- 41 26. Roney Plaza 10.00-14.00  12.00-16.00  30.00- 60.00 
~ 26 27. Sagamore 10.00 12.00 18.00 
mai 31 28. San Marino 8.00 10.00-12.00 24.00 
ey 29. Sans Souci 12.00 12.00 
36 30. Saxony 12.00-16.00 12.00-16.00 30.00 
18 $1. Sea Gull 8.00 10.00-14.00 
> a i 34 32. Sea Isle 10.00 12.00-16.00 
ot 22 33. Seville 12.00 14.00-16.00  30.00- 45.00 
of 13 34. Shelborne 10.00-12.00  14.00-18.00 32.00- 50.00 
24 35. Sherry Frontenac 8.00 9.00-11.00 
eS 38 36. Shore Club 8.00 10.00-14.00 
37. Sorrento 6.00-10.00 6.00-10.00 
me 38. South Seas 6.00 8.00 14.00 
Be LINCOLN 9 39. Surfcomber 6.00 8.00- 9.00  20.00- 30.00 
Fe ROAD 40. Surfside Plaza 8.00 10.00 
: 41. Traymore 7.00 9.00 
-y- 42. Versailles 10.00 10.00 
Hebe The above quoted rates are existing rates, but are, of course, 
ba subject to any change which may be made in the future. 


APPLICATION FORM FOR HOUSING ACCOMMODATIONS 


AAGP Housing Bureau 
P.O. Box 1511 
Miami Beach, Florida 


Please reserve the following accommodations 
for the AAGP Annual Scientific Assembly 
on April 17-20, 1961 in Miami Beach. 


Twin Bedded Room..........................-- 2 Room Suite 

Other Type of Room ‘abit Rate: From $.............. |) ae 
First Choice Hotel............................-- Second Choice Hotel Third Choice Hotel 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of 
both persons for each twin bedded room requested. Names and addresses of all persons for whom you are 
requesting reservations and who will occupy the rooms asked for: 


If the hotels of your choice are unable to 


(Individual Requesting Reservations) accept your reservation, the AAGP Hous- 


Name ing Bureau will make as good a reserva- 

Add tion as possible elsewhere providing that 
TOBB..........------n--c-neenennenseorensnenceeneneseeenennsnnsnsansensansansnssnsnnsrascseesenses all hotel rooms available have not al- 

City...... EEE ready been taken. 
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BESIDES jogging and refreshing you on 
diagnosis and therapy, 1960 Abstracts 
brings you new ideas presented at the 
Scientific Assembly in Philadelphia. You 
get information you can use about con- 
ditions you encounter. Of 141 articles, 14 
deal with obstetrics and gynecology. Ten 
concern pediatrics. Eight discuss arth- 
ritic conditions. 

You appreciate how quickly Abstracts 
delivers its content (see the opposite 
page to learn how this is accomplished). 
In brown imitation leather binding, Ab- 
stracts look good on your desk or shelf 
— shows you’re interested in staying 
abreast of science. The price is ten dol- 
lars a copy, postage paid. Satisfaction 
guaranteed or your money back. 


MATHEW R. FITZPATRICK, M.D., 
inspects a copy of Abstracts. 


HOW CAN 


1960 Abstracts 
HELP 
MY PRACTICE? 
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efor yourself 
free ! 


Chip and mail 
this coupon 
ertoday! 


The American Academy of General Practice 


Volker Boulevard at Brookside 
Kansas City 12, Missouri 


1960 ABSTRACTS 


AS SOON AS it is published, please send me one copy of 1960 Abstracts 
(summary of Philadelphia Assembly) and bill me for ten dollars. I 
understand if I am not satisfied I may return the book without obliga- 
tion. 


Please print: 


Cit’, ZonE, STATE 


USEFULNESS in your practice typified 
the offerings at Philadelphia last March. 
This helped us when time came to con- 
dense the program for you to review. 
(The ten abstractors and I have prac- 
tices similar to yours.) Here, for exam- 
ple (listed at the lower right of this 
page), are eight of 141 titles you’ll find 
in 1960 Abstracts. 

Before the meeting, scientific exhibi- 
tors sent us descriptions and illustra- 
tions of their displays. Then, during As- 
sembly, one of our committeemen studied 
each booth, collected literature, chatted 
with the exhibitor and took notes. 

In the lecture hall, the doctor covering 
a presentation sat in on it, reviewed a 
transcription of the speech’s taped re- 
cording, then edited an abridgement pre- 
pared by the speaker himself. 

Finally, we boil and condense and 
whittle each presentation until you get 
the kernel—the very pith. It comes to 
you in outline with illustrations (some 
in color) when indicated. 

The whole Assembly is bound into one 
book of 288 pages, 834” by 1114” in size. 
I feel certain 1960 Abstracts could be of 
value in your practice. See if you agree. 
Clip, mark and mail the coupon today 
for a copy to inspect. 
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Secrets 

of Summarizing 

a Scientific 
Assembly 


by 

ALBERT §. DIX, M.D., 
Medical Editor 
1960 Abstracts 


Crisis; Abdominal or Cardiac? 
Nutrition Nonsense 

Cancer Detection in Well Adults 
Family Centered Obstetrics 

The Postpartum Patient 


Congestive Heart Failure 
Who Has VD? 
Hypnosis in General Practice 
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EPS 
THE STOMACH 
FREE PAIN 


THE MIND OFF 
THE STOMACH 


direct antispasmodic action 
plus control of anxiety and tension 


INDICATIONS: 


duodenal and gastric ulcer 
gastritis 
spastic and irritable colon 
gastric hypermotility 
G. I. symptoms of anxiety states 


MILPATH contains no 
barbiturates or belladonna alkaloids. 


: 
4 
bli 


